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Tue all-important point to be decided in suppurative salpingitis and 
odphoritis is, When shall the treatment become surgical? On this 
point nearly as much variance of opinion exists to-day as was the 
case with suppurative appendicitis only a few years ago. 

It is so generally conceded that many acute inflammations of the 
tube subside after a more or less protracted course, and that pus in 
considerable amount may be absorbed and restitution take place in 
the tube, even to a point very near normal, that we are perhaps 
justified in treating these processes by palliative measures, so long as 
we are satisfied that resolution is actually taking place. 

When, however, from careful and continuous observations, it is 
apparent that this is not the case, then operative interference should 
be at once considered. To delay means, oftentimes, involvement with 
destruction of one or both ovaries, and permanent changes in other 
neighbouring viscera. 

The following case is a good example of this, and well illustrates 
what extensive destruction of tissues may result in a very short 
time from the ravages of acute gonorrhea : — 


The patient, a woman of 24, contracted an acute gonorrhea 
shortly after marriage. At the end of four weeks symptoms of pelvic 
peritonitis, with elevation of temperature and pulse, developed. 
Both tubes were found enlarged and acutely inflamed. Her condition 
under palliative treatment showed no improvement at the end of ten 
days, during which time both tubes had markedly enlarged, and 
symptoms of appendicitis developed. At operation there was found 
a large right pyosalpinx, left tubo-ovarian abscess, and an acutely 
inflamed appendix adherent to the right tube in the pelvis. 


* From the Transactions of the American Gynecological Society, 
1913. 
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In all cases where the symptoms do not abate under palliative 
treatment, and successive examinations show marked increase in the 
size of the tumour, early removal or evacuation is indicated. 

As a rule the gonorrheeal infections do not call for immediate 
surgical interference, but in the mixed infections following child- 
birth or abortion there is so little tendency towards resolution that 
prompt surgical aid is more often called for. Here vaginal incision 
and drainage is often all that is necessary, or safe at this time, and 
any more radical work should be left until a subsidence of the acute 
infection justifies an invasion of the general peritoneal cavity. 

In cases which have progressed to the operative stage the pus is 
preferably removed by aspiration, no matter whether the vaginal or 
abdominal route of approach is employed, and this should be done 
before any attempt at removal of the diseased adnexa is attempted. 
The adhesions are separated, and the tube is delivered and removed 
or incised and returned with drainage through an incision in the 
posterior vaginal fornix as seems most advisable. Where high 
intestinal adhesions are present, and in right-sided infections, where 
involvement vf the appendix so frequently exists (20 to 30 per cent.), 
the abdominal route should be the one of election. 

The spontaneous evacuation of a tubal abscess occasionally occurs, 
of a tubo-ovarian abscess but rarely. The rupture is usually at the 
point of least resistance, where adhesions have formed to neighbour- 
ing viscera, most often the rectum, rarely the bladder or small 
intestine. An example of this is shown in the following case :— 


The patient, aged 20 years, when seen for the first time, had a 
pulse of 96 and a temperature of 99°. She had been suffering with 
constant pelvic and abdominal pain for five months. On examination 
the uterus lay anterior and fixed on the top of a large, indurated 
mass filling the pelvis. At operation through the abdominal 
incision there was disclosed, buried in many and firmly-organized 
adhesions, a left tubo-ovarian abscess, and a right pyosalpinx 
adhering by its distal end to a coil of small intestine. On incising 
the proximal end of the tube its canal in the direction of the 
intestine was found patent, admitting the passage of a medium-sized 
uterine sound into the lumen of the gut. Through this communica- 
tion, in all probability, previous spontaneous discharge of a right 
tubal abscess into the intestine had occurred. 


In rare instances the tube may adhere to the abdominal wall and 
rupture and evacuation of the abscess occur at this point, as in the 
following case, which I reported some years ago :— 


The patient, aged 27 years, was admitted to the Hospital with a 
temperature of 99° and a pulse of 92. Her general complaints were 
severe dysmenorrhea, constant pelvic pain and a sinus in the region 
of the right inguinal canal. From this sinus each month there was, 
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coincidental with menstruation, a profuse discharge of blood. 
Several months previous, following an acute attack of vaginitis, 
there had developed severe pelvic pain, fever and menorrhagia. A 
swelling shortly afterwards appeared in the right inguinal region, 
tense and painful on pressure. It eventually ruptured spontaneously, 
and discharged a quantity of pus. This opening had never closed, 
but remained as a granulating sinus. At operation, two days later, 
the right tube, much thickened, was found lying on top of a good- 
sized ovarian cyst, to which it was adherent. Its distal end, with the 
appendix, was firmly adherent at the internal ring. The uterine 
sound, inserted in the abdominal sinus, readily passed through the 
enlarged tube, past the cornu and into the uterine cavity. 

In this case the tube, as it filled with pus, had probably been 
unable to gravitate to the cul-de-sac, on account of the underlying 
ovarian cyst, and was pressed up against the abdominal wall, where 
adhesion and subsequent rupture took place. 

When the abscess points low down in the pelvis and rupture occurs , 
it is generally into the vagina, posterior and a little to one side of 
the median line. 

Large tubo-ovarian abscesses have ruptured into the free peri- 
toneal cavity as the result of a sudden blow or fall. This accident 
must be rare, however, on account of the extreme thickness of the 
abscess wall, and the extensive adhesions usually existing in these 
cases. I have seen it but once, and that post mortem. The case 
was one of a young woman, who, while standing at a street crossing, 
had been struck across the abdomen by the pole of a heavy truck. 
An enormous left tubo-ovarian abscess had ruptured and discharged 
its contents into the peritoneal cavity through a rent in the abscess 
wall 3 inches in length, and death resulted from shock and general 
peritonitis. 

In exceptional cases the inflammatory changes in the tube may 
not be sufficient to cause complete proximal occlusion of the lumen 
of the tube, and drainage by way of the uterine cavity results. This 
may be either sudden or gradual, as illustrated by the following 
cases : — 


Case 1. The patient, a girl of 18, with an acute gonorrheal 
vaginitis. Three weeks after the subsidence of the acute symptoms, 
the vaginitis having been nearly cleared up by treatment, an involve- 
ment of the tubes developed. This steadily progressed until both 
tubes had reached considerable size. As there had been no appre- 
ciable improvement in the patient’s condition, and as the tubes were 
getting progressively larger, operation was decided upon. The 
evening before the operation a profuse discharge of pus from the 
vagina occurred. On opening the abdomen the next day, both tubes, 
though somewhat thickened at their distal ends, were found com- 
pletely empty. A peroxide solution when injected into the tubes 
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under only slight pressure, readily passed through the cervix into 
the vagina, 


Case 11. The patient, aged 19 years, contracted a gonorrhea of 
the vagina which yielded readily to treatment, but at the end of 
five weeks pelvic pain, with elevation of temperature and pulse, 
developed. The pain became so acute that she was obliged to remain 
in bed, and the temperature went up to 100°4°, with a pulse of 
100. Examination at this time showed two large, acutely tender 
tubes, with marked fluctuation, quite separate from the ovaries. 
For six days there was gradual improvement under palliative treat- 
ment, and on the seventh day a profuse cervical discharge appeared. 
From this time on the temperature subsided, and the tubes gradually 
decreased in size. Examination three months later failed to show 
any enlargement or tenderness of the tubes, and the pelvis was 
remarkably free from adhesions. 


With the tubo-ovarian abscess, on the contrary, there is little or 
no such tendency to a spontaneous cure. The great thickness of the 
abscess wall formed by successive layers of plastic exudate, resulting 
from repeated exacerbations of the inflammatory process, make such 
a favourable termination well-nigh impossible. 

In determining upon the most suitable operative procedure for 
any given case of suspected tubo-ovarian abscess many points must 
be considered and carefully weighed before an ultimate choice is 
made. It is my firm conviction that, barring the few exceptions 
I shall make later, the greater majority of these cases can be better 
treated by the abdominal than by the vaginal route, and that the 
latter is, at best, only a palliative procedure. When we bear in 
mind the frequent occurrence of multiple pockets of pus both inside 
and outside of the tumour mass, and the presence of high intestinal 
adhesions and appendicular involvement, the inadequacy of the 
vaginal route becomes at once apparent. To deal successfully with 
these complications through the vaginal incision, even in cases 
where it is possible, often requires more or less sacrifice of the 
remaining pelvic organs, when they could easily have been saved had 
the abdominal route been employed, 

With many operators it is the custom to choose the vaginal route 
because they believe the abdominal to be attended with greater 
danger of general peritoneal infection. That this belief is more 
fanciful than real I shall endeavour to show in my series of cases by, 
first, the low mortality; second, the freedom from complications; 
and third, the smoothness of the convalescence, as denoted by the 
post-operative behaviour of the temperature and pulse. 

The possibility of a mixed infection due to the appendicular 
involvement should always be borne in mind, though I am inclined 
to think that it occurs much less frequently than the statistics of 
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some writers would indicate. It is not by any means an easy 
question to decide. In only one of my cases could it be settled 
with certainty :— 


Case 1, The patient had a large tubo-ovarian abscess reaching to 
the pelvic brim. The tip of the appendix was firmly embedded in 
the tumour mass. The abscess was composed of many non- 
communicating cavities containing thick yellow pus, while the cavity 
surrounding the tip of the appendix contained a fetid brown pus of a 
colon bacillus infection. Clinical findings in this case seemed to 
leave little doubt but that we had to deal with a colon bacillus 
infection from the appendix grafted on an old tubo-ovarian abscess. 


Operative treatment.. The route of approach in dealing with 
tubo-ovarian abscesses should be largely determined by two con- 
siderations—the nature of the infection and its situation. The 
nature of the infection is not, in many cases, an easy matter to 
decide, but, when it can be definitely determined, is of great value. 
In the streptococcus and mixed infections following abortion and 
parturition, it is, as a rule, best to go no further than a simple 
evacuation of the pus with drainage. For this class of cases the 
posterior vaginal incision is the preferable way of approach, affords 
the best drainage, and is attended with the minimum amount of 
danger. When the abscess is well localized, and the peritoneal cavity 
has not been opened, drainage can be best secured with a large-sized 
“'T’-shaped rubber drainage tube, the cross of which is passed well 
into the abscess cavity, and the free end brought out of the vagina. 
Through this daily irrigations are given, the tube being left in 
place until it is. forced out by the closing down of the cavity, or 
removed when the cavity is practically obliterated. Care should 
be taken not to remove the drainage tube too soon. Where the 
peritoneal cavity has been opened into during the operation by 
vaginal incision it is wise to omit the irrigation. 

When iodoform gauze is used in preference to the drainage tube 
it should be removed gradually, a little at a time, beginning on the 
second day. Later, when adhesions have cleared off the peritoneal 
cavity, the remainder of the gauze may be removed, and, if the 
cavity is still large, a drainage tube with daily: irrigation can be 
safely substituted in place of re-packing. When the operator, in 
entering the abscess cavity, has been fortunate enough to open all 
important pockets of pus as well, a rapid improvement in the 
patient’s condition can be expected, if she has not been already 
overwhelmed by pus absorption. Drainage, whether by tube or by 
gauze, should be continued until the abscess cavity is obliterated, 
otherwise a re-accumulation of pus may occur as the wound incision 
in the vagina closes much quicker than the abscess cavity above. 

Occasional cases will be met with where the abscess is not 


( 
i 
ag 


292 Journal of Obstetrics and Gynecology 


adherent in the pelvis, but lies high up above the pelvic brim, so 
that to reach it through a vaginal incision and evacuate the pus 
without soiling the free peritoneal cavity would be impossible. In 
these cases recourse to the abdominal route, with careful aspiration 
of the pus, before any attempt to remove the tube is made, will offer 


the best prospects of success. This is well instanced in the following 
case : — 


A patient, 22 years of age, was admitted to the Hospital with a 
large left tubal abscess which had developed after an instrumental 
abortion at four months. Under expectant treatment the abscess, 
which could be easily palpated in the lower abdominal quadrant, 
but only just touched by vaginal examination, continued to increase 
in size. On the sixth day after admission, when the temperature 
was 100° and the pulse 104, the abdomen was opened, and there was 
found a large tubo-ovarian abscess on the left side containing 300 cc. 
of pus crowding the uterus to the right, and adherent only to the 
sigmoid and small intestines. The pus was aspirated, the adhesions 
separated and the adnexa removed. The temperature immediately 
dropped to normal, with a pulse of 90 on the third day after 
operation. Further convalescence was uneventful. 


In this instance drainage was not employed, as there had been no 
soiling of the peritoneum, 

Where due care is used in aspirating the pus there need be little 
or no contamination of the free peritoneal cavity. To drain these 
cases simply prolongs the convalescence. 

I have not found the mortality to be any higher in cases of 
tubo-ovarian abscess operated upon by the abdominal route than in 
those operated upon by the vaginal route; and I believe that, with 
few exceptions, the abdominal approach gives far better after results. 
By this method a quicker cure is accomplished, and many secondary 
operations avoided. 

I have practically disregarded drainage where a clean aspiration 
of the pus has been made, and raw surfaces reduced to a minimum. 
Where it is found necessary iodoform gauze brought out into the 
vagina through an incision in the posterior vaginal fornix is used. 

In cases of sub-total hysterectomy the posterior cervical lip is 
cut through to receive the gauze directly into the cul-de-sac. The 
gauze in the pelvis is then covered over by the sigmoid which is 
sutured to the peritoneal reflection from the bladder, as suggested by 
Summers, or laid over the gauze packing in the pelvis, as has been 
my custom for some years. 

In operating by the abdominal route the transverse incision is the 
one of election. When the disease is limited to the pelvis a low 
transverse suprapubic incision 3 inches in length is used. In cases 
where it is probable that the disease extends well up out of the pelvis 
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the higher transverse incision of Pfannenstiel’s 4 inches to 6 inches 
in length is used. The median line incision was used only in those 
cases where a previous operation had been performed by this method. 
With the transverse incision a far better exposure of the field of 
operation is obtained with less traumatism to the intestines, few 
laparotomy pads being required if the patient is thoroughly 
anesthetized and the extreme Trendelenberg position employed. 
The transverse incision yields a higher percentage of primary wound 


union than does the median line, and is free from danger of post- 
operative hernia. 


Statistics. In 94 consecutive cases of pus infections of the uterine 
appendages taken from my records, 53 showed abscess formation, 
involving tube and ovary. These latter I have selected for a more 
detailed report, and the analysis brings out many interesting points. 

One of the first to attract attention is the relative frequency with 
which tubo-ovarian abscess occurs, showing that destructive involve- 
ment of the ovary is an important factor in pyosalpinx, and an 
indication for earlier operation. 'That the involvement of the ovary 
is directly from the pus tube is borne out by the fact that in only 
one instance was an abscess of the ovary found without an accompany- 
ing abscess of the tube. | 

A single tubo-ovarian abscess was encountered in 39 cases, while 
in 10 cases the disease was bilateral. Where the involvement was 
unilateral the appendages of the opposite side were normal in only 
5 cases; in 21 cases there was an accompanying pyosalpinx of the 
opposite side, and in 11 cases a chronic salpingitis with adhesions. 

Appendiz. Adhesions to the appendix were encountered 17 times, 
over 32 per cent. In 11 of these cases the appendix was adherent 
directly to the abscess wall, while in 4 it was adherent in the pelvis. 

Operation. The adnexa of one side alone were removed in 
7 cases, and of both sides, with the uterus, in 11 cases. 

Complete panhysterectomy was performed in only one instance, 
while the sub-total removal of the uterus and appendages was carried 
out in 28 cases. 


The 3 cases operated by the vaginal route were panhysterectomies 
with drainage. 

Abdominal incision. In the 50 cases treated by the abdominal 
route the abdomen was opened by the transverse suprapubic incision 
43 times, and by the median line incision 6 times. 

Wound union. The percentage of primary wound union for all 
cases was 86 percent. A higher percentage than this would probably 
have been obtained had not catgut been used in closing the wound in 
the earlier cases; for subsequent experience with non-absorbable 
suture material, such as silkworm gut and silver wire, has given far 


better results—96°1 per cent. primary union in cases septic at time of 
operation. 
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The colon bacillus was responsible for the majority of the wound 
infections, and these occurred in the cases where the contents of the 
abscess showed the same bacillus to be the infectious agent. 

In the wounds closed with catgut the percentage of primary union 
was only 78; in those where linen thread or silk was used the 
percentage was 80; and in those closed with silkworm gut or silver 
wire the percentage was 96°5. In the cases closed with silver wire* 
the percentage of primary union was 100. 

Reaction. All of the cases in this series responded exceedingly 
well to the operative treatment, the complications being few, and 
not of a serious character. There was one fatal case in the series, 
which, of necessity, has been omitted from these statistics, and is 
taken up later in detail. 

Of the post-operative complications encountered pneumonia 
occurred three times, pleurisy with acute tonsilitis once, and acute 
dilatation of the stomach once. 

In order to bring out further how slight may be the reactionary 
disturbance attending the abdominal treatment of tubo-ovarian 
abscess, the following short consideration of the post-operative 
behaviour of the temperature and pulse is appended, 

For the 49 cases the average temperature before operation was 
99°2° with a pulse of 87. The average maximum elevation of 
temperature after operation was 101° with a pulse of 103, occurring 
on the second day. The average return of the temperature to normal 
with a pulse of 90 occurred on the 4th day. This gives an average 
elevation of temperature of only 1'8°, with an elevation of only 20 
beats of the pulse. 

Fatal case. A patient, 24 years of age, was operated upon for 
double tubo-ovarian abscess. The operation was more difficult than 
usual because of well-organized extensive omental and intestinal 
adhesions, with numerous small pockets of pus throughout the pelvis. 
Supra-vaginal removal of the uterus and appendages was performed. 
Nine hours after the completion of the operation, with a temperature 
of 99° and a pulse of 130, marked cardiac irregularity, with cyanosis 
and dyspnea suddenly developed; death followed in two hours. An 
autopsy was not allowed, and inspection of abdominal and pelvic 
cavities through a re-opening of the wound showed nothing abnormal. 

Drainage. Gauze drainage was used in 16 of the cases, 7 times 
through incision in the cul-de-sac; 9 times through the cervical canal 


*The method of wound closure with silkworm gut and silver 
wire was as follows : The peritoneum was closed with a continuous 
suture of fine kangaroo tendon, the fascia and skin with a continu- 
ous mattress suture of either silkworm gut or silver wire, the free 
ends of which were brought out through the skin at the angles of 
the wound, and fastened over gauze. Both of these latter were 
subsequently withdrawn at the end of the second week. 


| ' 


== 


Child: Surgery of Tube and Ovary 295 


after a subtotal hysterectomy. In 4 of these latter cases the canal 
was dilated by stretching, and in 5 by incision through the 
posterior where the dilatation alone was not sufficient; 33 of the cases 
were closed without drainage. 

In the cases where drainage was employed the maximum 
elevation of temperature and pulse occurred on the third day, return- 
ing to normal on the sixth day. In the cases closed without drainage 
the maximum elevation of temperature and pulse occurred on the 
second day, with a return to normal on the fifth day. In one case 
where drainage was employed there was an accumulation of serum in 
the pelvis two weeks after the gauze had been removed. In two 
of the cases closed without drainage there was a slight induration in 
the pelvis persisting for some weeks, but which finally cleared up 
without any operative treatment. 

Conclusions. Without going further into details, although the 
interest of the subject sorely tempts me, I would summarize as 
follows the more important points which my experience in the surgical 
treatment of these cases has taught me: — 

1. When operating by the abdominal route always remove the pus 
by aspiration before any extensive separation of adhesions is 
attempted. This prevents soiling the peritoneal cavity, and, by 
decreasing the bulk of the tumour, eases up on the adhesions, and 
adds very materially to the subsequent ease of the operation. 

2. Do not use drainage in other than exceptional cases, such as 
the mixed infections, and where there is a great deal of oozing from 
raw surfaces, and then always drain per vaginam. 

3. Use the transverse incision for greater exposure of the field of 
operation, with less exposure of the intestines, 

4. In closing the abdominal wound avoid the use of absorbable 
suture material, better results are to be obtained with non-absorbable, 
non-infectable material, 

5. Never fail to inspect the condition of the appendix, or at least 
be sure that it is not in the pelvis. 
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The Serum Reaction in Pregnancy and Cancer by the 
Coagulation Method. 


By W. W. Kine, M.B., F.R.C.S. (Ed.), 


Tutor in Gynecology and Obstetrics, University of Sheffield; 
Clinical Pathologist, Royal Infirmary, Sheffield. 


In the short time which has elapsed since the publication of 
Abderhalden’s biological diagnosis of pregnancy, a vast number of 
observations have been carried out on the serum of pregnant patients, 
but from the difficulties which surround the test, the chief result of 
this work has been to demonstrate and correct errors in technique 
rather than to prove or disprove Abderhalden’s claims. It is too 
early, therefore, to make any precise statement as to the clinical 
value of the test, but I nevertheless submit my results in the hope 
that they may throw some light on the difficult questions raised by 
this reaction. 

The test is based on two principles: first, that the body reacts to 
the intravascular injection of albumen by the production of a ferment 
to digest the foreign substance; and second, that during pregnancy 
chorionic epithelium is carried into the circulation. Knowing these 
two facts, Abderhalden assumed that the presence of chorionic 
epithelium in the blood must call out proteolytic enzymes to split up 
the placental albumen into peptones and amino-acids. He has proved 
beyond doubt that this cleavage does occur; and, since it can also be 
shown that the ferment appears within the first few weeks of 
pregnancy and disappears within fourteen days after delivery, it is 
clear that it is specially produced for pregnancy and does not exist 
preformed in the blood. Further, the serum of healthy non-pregnant 
individuals does not contain a ferment capable of causing proteolysis. 

A ferment can only be recognized by the products of its digestive 
action, and there are three methods by which we can demonstrate the 
disintegration of the chorionic albumen after it has been acted upon 
by a ferment-containing serum, namely :— 

(1) An optical method. 
(2) A dialyzation method. 
(3) A coagulation method. 

I have no experience in the optical method, but it depends upon 
the change in rotation of the plane of polarized light before and after 
incubation of pregnant serum and placental peptone. 

The dialyzation method. This is based upon the fact that an 
animal membrane is impermeable to albumen, yet the products of 
proteolytic digestion are readily diffusible. When, therefore, the 
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serum of a pregnant patient is incubated with placental tissue in a 
dialyzer the peptones and amino-acids will diffuse out and can be 
tested for in the surrounding water. 

I have carried out the test by this technique a considerable 
number of times with satisfactory results, but since it is not the one 
which I have used throughout this series of cases it is unnecessary to 
describe it further. 

The coagulation method, This method was used by Opie! in his work 
on the ferments in leucocytes, and has been applied to this reaction 
by Williams and Pearce.? The products of digestion are obtained by 
coagulating the residual albumen, the watery extract of which will 
contain the peptones, which are not, of course, coagulable by heat. 


Preparation of the Placenta. 

Fresh placenta without the membranes is cut into small pieces and 
washed free from all blood in salt solution. This process is much 
assisted by wrapping the tissue in a cloth and kneading it in a large 
basin of salt solution. The pieces are then’ thrown into ten times 
their volume of boiling water with a few drops of glacial acetic acid. 
After boiling for five minutes the water is strained off and the tissue 
well washed in distilled water. The whole process is then repeated 
until the filtered water extract gives no reaction for peptones. 
“ Ninhydrin,” the chemical name of which is triketohydindenhydat, 
is the reagent used to test for these bodies. This salt gives a deep 
blue colour on boiling with albumen, peptones and amino-acids. 
The placental tissue may be regarded as peptone-free when 10 cc. of 
the filtered watery extract gives no colouration on boiling for five 
minutes with l‘Occ. of a 1 per cent. solution of ninhydrin, The 
prepared placenta is stored in chloroform water in wide-mouthed 
sterile glass jars covered with a layer of toluol. The placenta will 
keep for two or three months, but since the albumen sometimes 
undergoes disintegration the tissue must be re-tested before each 
experiment is carried out. 

The Serum. 

About 10cc. of blood is withdrawn from a vein by means of a sterile 
glass syringe, and gently transferred to a sterile centrifuge tube in 
such a manner as to avoid any frothing which will tend to cause hemo- 
lysis. Clotting is hastened by incubation for half an hour at 37°C. 
The clear serum is obtained by slow centrifugalization. There is 
some danger of causing hemolysis by centrifugalizing, so that it is 
better to avoid it if possible. Hzeemolyzed serum is quite useless. 
The Technique of the Test. 

About 1 gram of the prepared placenta is pounded up in a sterile 
mortar and then transferred with sterile dissecting forceps to a sterile 
test tube to which is added 1'5 cc. of serum. A similar tube contain- 
ing serum alone is put up as a control in order to make sure that it 
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does not contain disintegration products of albumen. Toluol is 
added to each, and the tubes, plugged with wool, are incubated at 
37°C. for 20 hours. This test requires longer incubation than the 
dialyzation method. After incubation the toluol is pipetted off and 
the contents of the tubes are coagulated in a boiling water-bath after 
the addition of a few drops of 5 per cent. acetic acid; 10cc. of 
distilled water is added to each tube and the coagulum well broken 
up and stirred with a glass rod. The filtered watery extract is 
then tested by boiling with 0'3cc. of a 1 per cent. solution of 
ninhydrin for one minute. It is well to add a couple of glass beads 
to prevent bumping. If a blue or voilet colour appears within half 
an hour the test is positive. The control, tested in the same way, 
should remain colourless, but, if some colour is present, provided 
that the “ test ” is a much deeper colour than the control, it may still 
be regarded as a positive reaction. As a matter of fact it very rarely 
happens that the controls do show any colour when the technique is 
used, unlike the dialyzation method in which it fairly often happens 
that one has to estimate between two shades of violet in comparing 
the “ test” and the controls. 


Fallacies. 


Ninhydrin does not react to all dilutions of peptones and amino- 
acids, for, as Jellingham and Losee * have pointed out, 0°00001 gram 
of these bodies must be present in 10 cc. of water in order to obtain a 
positive reaction with the reagent. It may happen, therefore, that 
traces of reacting substances are present in the serum and placental 
tissue but in such small quantities, that both, when tested alone, 
fail to give a reaction with ninhydrin, yet the sum of the two amounts 
may react when the sero-placental mixture is tested, although no 
digestion has taken place. This source of fallacy can be avoided toa 
very large extent by very careful preparatory testing of the placenta 
with an excess of the reagent (1°0 cc. of a 1 per cent. solution), The 
blood may contain cleavage products of albumen just after a large 
protein meal, in cachexia, when large hemorrhages or effusions are 
being absorbed, and, possibly, in some cases of disturbances of 
metabolism or excretion. Blood must not therefore be taken after a 
meal, and the positive results obtained in the other conditions must 
be looked upon with some suspicion as being possibly due to this 
cause. Another common source of error lies in the use of hemo- 
lyzed serum which always gives a positive reaction. But as all sera 
give the blood spectrum it is sometimes difficult to know whether 
sufficient hemolysis has taken place to render the serum valueless 
of the test, and I know of no way of determining it. From my 
experience with both the dialyzation and coagulation methods I am 
inclined to think that the latter method is much less susceptible to 
the lesser degrees of hemolysis than the former. Finally, the most 
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careful attention to strict asepsis and cleanliness is essential through- 
out every step of the technique. 

The following table amply confirms Abderhalden’s positive results 
in pregnancy, and it will be seen that the reaction is obtained at all 
periods of gestation. It is especially interesting from a clinical 
point of view that ectopic gestation can be diagnosed by this means. 


TABLE I. 

Reactions at Various Periops or PREGNANCY. 
Number. Period of Pregnancy. Result. 
Tmonth 
Vesicular mole + 
Missed abortion —...... + 


Total 25 


Two cases of recent septic abortion gave negative results. Both 
patients presented the symptoms of severe septic infection with high 
temperature and rapid pulse, and the uterus contained decomposing 
placental tissue. Apart from faulty technique, which tends to 
produce positive rather than negative results, the only explanation 
which I can offer for these two anomalous reactions is one based 
upon the experiments of Opie. This observer demonstrated that the 
serum of pus contains bodies which have strongly anti-proteolytic 
powers. It is possible therefore that in acute septic infections 
similar substances are present in the blood which inhibit the action 
of the proteolytic enzymes of pregnancy. 

Five sera were examined and gave positive reactions, but they 
are of no value for the purposes of this paper since the clinical 
diagnosis remains uncertain. They include three cases of pelvic 
heematocele in which sections of the tube fail to demonstrate evidence 
of gestation and which might have been cases of hemorrhagic 
salpingitis. The two other patients gave histories suggesting recent 
abortion, but no products of conception were found upon micro- 
scopical examination of the curettings. A myoma undergoing red 
degeneration was found in the uterus of one of the patients and this 
fact alone may explain the positive reaction, for the histological 
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picture of necrobiosis is consistent with the results of ferment action, 
and the frequency of these changes in myomata during pregnancy 
lends some support to the suggestion that necrobiosis is caused by 
ferments. 

The blood of 14 non-pregnant cases was examined to serve as 
controls, and one only, a man with chronic parenchymatous nephritis, 
gave a positive reaction. This was one of my early cases and may 
have been due to faulty technique. 


TABLE II. 
Reactions Non-Preanant Patients. 
Number. Disease, Result. 
Cirrhosis of liver —...... Neg. 
Cirrhosis of liver Neg. 
Cirrhosis of liver —_...... Neg. 
Optic atrophy Neg. 
Acute appendicitis —...... Neg. 
Phthisis Neg. 
Aneurysm Neg 
Neg 
Chronic nephritis + 
Guinea-pig (male) _...... Neg. 


The reaction can be applied not only for the detection of preg- 
nancy, but also in the diagnosis of malignant growths, using cancer 
tissue in place of placental albumen. It has been claimed that 
carcinoma can be differentiated in this way from sarcoma, and I have 
one case of melanotic sarcoma which bears this out. This patient’s 
serum digested one of her own glands which contained secondary 
deposits but did not react with carcinomatous tissue (vide Table IV.). 


TABLE III. 

Tue Reaction 1x Matiananr Disease. 
Number. Disease. Result. 
Carcinoma of cervix (early) —...... + 
Carcinoma ofcervix(late) —...... + 
Carcinoma of tongue + 
Carcinoma of stomach __....... Neg. 
Melanotic sarcoma (late) __...... + 
Sarcoma of knee Neg 


All of these carcinoma cases reacted except one of, presumably, 
advanced carcinoma of the stomach, but in which the abdomen was 
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not opened to verify the diagnosis. The sarcoma of knee did not 
react with a piece of gland from the case of melanotic sarcoma. This 
failure may have been due ‘to the difference in the type of growth, 
but it is much more probable that the very small piece of tissue 
available for the test did not contain any, or enough, sarcomatous 
cells. The microscopic examination showed a very patchy arrange- 
ment of the new growth in the glands, and it would be easily possible, 
therefore, to have missed a secondary deposit. 

But before we can diagnose either pregnancy or cancer with any 
degree of certainty it is necessary to determine whether the ferments 
of the serum of these patients are specific or not. In other words, 
Will the serum of carcinoma digest placental albumen, or the serum 
of pregnancy split up cancer tissue ? 

Abderhalden states that the ferments are absolutely specific and 
limited in their action to one particular albumen. Such a statement 
requires confirmation, and up to the present time contradictory 
reports have been published by the various workers who have experi- 
mented with this reaction. My results indicate that the reaction 
is not specific, although there is some evidence that the ferments react 
more strongly to their own type of albumen. 

In the following table it will be seen that the serum of pregnancy 
and malignant disease was tested against various tissues. The 
albumen was obtained from the urine of a patient suffering from 
albuminuria of pregnancy, and it is interesting to note that her 
serum was the only one out of four pregnant patients which did not 
digest this substance. The observation may be of some importance 
in the etiology of albuminuria of pregnancy, and I am carrying out 
some further observations on the subject. The carcinoma tissue was 
obtained from a case of advanced carcinoma of the cervix, and both 
this and the albumen were prepared exactly in the same way as the 
placental albumen. 


TABLE IV. 
SHOWING THAT THE FERMENTS ARE NOT SPECIFIC. 
PREGNANCY. 

Period. Placenta. Albumen. Carcinoma, Sarcoma. 
Two months ... + _ Neg. - 
Missed abortion + - Neg. - 
Vesicular mole + + 
Six months + + 
Six months + + 
Eight months + + _ - 
Nine months + + sid a 
Nine months + Neg. - - 
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Maticnant Disease. 


Disease. Placenta. Albumen. Carcinoma. Sarcoma. 
Cancer of cervix ... ... ... Neg. 
Cancer of cervix (late)... ... + + 
Cancer of cervix (early)... Neg. - + 
General malignant disease ... Neg. 
Cancer of tongue (late)... + ++ +++ - 
Cancer of stomach (late) ... Neg. - Neg. - 
Melanotic sarcoma (late) ... Neg. oe Neg. + 
Sarcoma of knee (late)... ... + Neg. Neg. Neg. 


Out of the nine pregnant sera, six digested other albumens besides 
placenta, thus demonstrating that the ferments of pregnancy are 
not limited in their power of digesting albumen. 


Of the eight cases of malignant disease, three digested placental 
tissue. These three cases included the one of sarcoma of knee, 
which I have already referred to as not reacting to the secondary 
gland of melanotic sarcoma. The digestion of the placenta shows 
that a ferment was present, and rather suggests that a positive result 
might have been obtained if suitable tissue had been available. 
Urinary albumen was not, however, digested by this serum, though 
a case of epithelioma of the tongue reacted strongly to it. Three 
sarcomata were negative to carcinoma tissue. 


Thus out of 17 cases of pregnancy and malignant disease, nine 
sera digested albumens of a different type from that against which, 
ex hypothesi, they were produced. Hence if the observations are 
accurate the ferments are not specific. 


Abderhalden believes that such results as these are due to faulty 
technique, and only further observation can settle the question. 


As to the actual clinical value of the test, it must be remembered 
that we are still in the experimental stage, but I believe that it will 
prove a useful adjunct to the diagnosis of doubtful pregnancies, 
ectopic gestations, missed abortions, etc. It may also be useful in 
the early recognition of chorion-epithelioma following vesicular mole, 
as recently suggested by Williamson.5 Carcinoma and sarcoma may 
be diagnosed, though, so far as I can see, we shall not be able to 
differentiate them from pregnancy. This limitation, however, would 
not seriously interfere with the clinical usefulness of the test. 
Further research in this reaction may throw light on eclampsia and 
toxic vomiting of pregnancy. If it can be shown, for instance, in 
the latter condition that the ferments are absent or diminished in 
amount we shall have a rational basis for the treatment of this 
condition by the injection of the serum of healthy pregnant patients. 
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Conclusions, 
(1) The test is positive all through pregnancy. 


(2) It may be negative in pregnancy in the presence of severe 
septic infection. 


(3) With certain limitations it is possible to diagnose carcinoma 


and sarcoma, but not to differentiate them from pregnancy because 
the ferments are not absolutely specific. 


(4) The coagulation method is useful because it does not require 
special apparatus ; it avoids the errors assocated with faulty dialyzers, 
and it is not so susceptible to slight hemolysis of the serum. This 
method, however, requires at least 20 hours’ incubation and the use, 
in my experience, of 0°3 cc. of a 1 per cent. solution of ninhydrin in 
order to obtain positive results in pregnancy. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


A Parasitic Uterine Fibroid. 


By H. Littey, M.B., Ch.B. (St. And. Univ.), 
D.P.H. (Lond.). 


Late Senior House Surgeon, Royal Devon and Exeter Hospital, 
Exeter, 


THE patient, a female, single, aged 53, was in her usual health until 
five months prior to admission. She then began to suffer a good 
deal of abdominal pain, paroxysmal in character, and most severe in 
the right iliac region. On one occasion the patient suffered more 
pain than usual, and in addition vomited and was very constipated. 
A doctor who was called in diagnosed appendix trouble. The patient 
remained in bed for some six weeks, and although the pain was 
much less, she continued to have attacks of it. Subsequent to this 
she was treated at a neighbouring hospital, first as an in-patient and 
later as an out-patient. Eventually she attended the Royal Devon 
and Exeter Hospital, with a view to being admitted, an abdominal 
tumour having made its appearance, 

The patient was thin and pale, and although of average height, 
weighed only 7st. Practically her only symptom was the abdominal 
pain described above. The menses had ceased several years before, 
and she had no discharge of any kind from the vagina, no difficulty 
in micturition, but was inclined to be constipated and at times passed 
slime with the motions. 

An examination of the abdomen revealed the presence in the right 
iliac region of an oval-shaped tumour the size of a large lemon, with 
an irregular surface and very hard. The tumour had a very large 
range of movement, especially in a horizontal direction, for one could 
readily push it into the left iliac region. The uterus was enlarged, 
the sound passing 3} inches, 

A diagnosis of fibroids of the uterus were made, and the movable 
tumour was looked upon as a fibroid with a very long pedicle. 

The patient was operated on a day or two later, and the movable 
tumour was found to be completely enveloped by the omentum and 
quite separate from any other organ. The tumour proved to be a 
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fibroid of the uterus which had undergone extensive calcification, 
and the condition of the uterus itself, which had numerous fibroids 
on its surface, supported the diagnosis. The omentum, which was 
very thin and almost devoid of fat where it surrounded the tumour, 
was stripped off it, no hemorrhage of any importance or even 
requiring the application of a ligature occurring. 

Unfortunately the patient took the anesthetic very badly, and 
hysterectomy was not performed, although numerous smaller fibroids 
were enucleated. 

The patient made an uneventful recovery, and on getting up and 
about again was quite free from pain, so that most probably the main 
tumour removed, whether by pressure on the bowel, etc., or by 
dragging on the omentum, was the cause of all her abdominal pain. 

The case struck me as being an unusual one, and on looking 
through some of the literature on uterine fibroids I could find very 
few instances where complete separation of a fibroid from the uterus 
had taken place, although I found many instances of partial separa- 
tion described, 7.¢., where a fibroid receives part of its blood supply 
from a source other than the uterus, e.g. from the bowel or from 
the abdominal wall. The term parasitic is applied to these two 
classes, 

The condition found in this patient would seem to support the 
view that the omentum is a “ guardian of the abdominal organ.” 
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Extra-Uterine Gestation occurring twice in the same 


patient, with a Note on the Treatment of Tubal 
Mole. 


By Beckwirn Wurrenovse, M.S, (Lond.), F.R.C.S., Birmingham. 


Tne occurrence of tubal gestation twice in the same patient, although 
not a phenomenon of extreme rarity, is still of sufficient interest to 
warrant the recording of a case before this Society. 

The patient, a 2-para, aged 29, was admitted to the General 
Hospital, Birmingham, on September 28 1918, complaining of acute 
abdominal pain and uterine hemorrhage of three weeks duration, 
preceded by eight weeks’ amenorrhea. The attack was of sudden 
onset with vomiting and fainting, and exactly resembled an illness 
two years previously when the left ovary and tube were removed by 
Dr. Thos, Wilson for left tubal gestation. After leaving the 
Hospital on that occasion she was quite well and menstruated 
regularly and normally until about eleven weeks before her present 
attack. On admission, her temperature registered 100°F., the pulse 
was 108, and a very low tension. The patient was anemic, and 
on abdominal examination a large mass was felt on percussion. Per 
vaginam the uterus was found displaced to the left side of the pelvis 
by a large tender swelling in the right posterior quadrant of the 
pelvis. There was some slight hemorrhage from the uterus on 
examination, 


A diagnosis of right tubal abortion was made, and laparotomy 
advised. 

The operation was performed the same evening, the right uterine 
appendages being removed. The patient made an uninterrupted 
recovery. 

At the operation it was noticed that the left appendages were 
absent, the Fallopian tube and ovarian ligament being represented 
by a stump jin. long at the corresponding uterine cornu. No 
adhesions were present on this side. The adhesions in the right side 
of the pelvis were only recent. 

The specimen, consisting of the right Fallopian tube and ovary, 
was dissected immediately under warm saline solution. It shows a 
tubal mole in process of abortion and exhibits well the points to 
which Dr, Thomas Wilson and the writer drew attention in a 
communication read before the combined meeting of Societies in 
May 1918. The points to which emphasis is directed are—(1) the 
oval shape of the mole with a constriction near the outer extremity 
produced by the margins of the ostium abdominale; (2) the longi- 
tudinal sulci upon the surface of the mole produced by the folds of 
the tubal mucosa; (3) the narrow attachment of the mole to the floor 
of the tube by a sessile base measuring only } inch in diameter; 
(4) the position of the basis of attachment at the proximal end of the 
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gestation, the hemorrhage thus taking the path of least resistance 
and flowing in the direction of the ostium abdominale. 
Remarks. 

The case raises the important point as to whether we are justified 
in removing a uterine appendage in cases of tubal mole or incom- 
plete abortion? Personally, I believe it is not good surgery to 
sacrifice the ovary and tube in these instances, and that it is rather 
of the nature of a useless mutilation, which may well be replaced by 
more conservative measures. Dissection under normal saline has 
shown that the mole is only attached by a narrow base, and that no 
great difficulty need be anticipated in controlling the hemorrhage. 
The mole may easily be reached by longitudinal incision through the 
wall of the tube. After enucleation and control of the bleeding 
point, if any, the wall may be sutured by a continuous suture of fine 
silk. The dilated condition of the tube in these cases will render the 
introduction of the suture not particularly difficult. I have per- 
formed this procedure upon several occasions on specimens removed 
at operation, and I am convinced that it may prove of use in cases 
such as the present, where successive tubal pregnancies have meant 
the loss of both uterine appendages. Objections to the proposed 
operation are that (1) total or fatal occlusion of the tube may be 
produced which will favour the subsequent occurrence of further 
ectopic gestation, should transmigration of ovum or spermatozoon 
take place; (2) owing to the distension of the tube with absence of 
hypertrophy, it is possible that the tissues may not return to the 
normal condition, and that a structure is left which may not only 
be functionless, but also favour the production of hydrosalpinx and 
other inflammatory lesions. 

As regards the first objection, I do not see that the risk of 
occlusion of the tube is as great in cases of tubal mole as in inflamma- 
tory conditions which are from time to time subjected to operation by 
salpingectomy. Furthermore, I do not know that tubal gestation is 
more common after these operations than in patients where no cause 
can be found. Concerning the second objection, it is remarkable 
how quickly and how perfectly tissues return to the healthy and 
normal condition, as ¢vitness the disappearance of widespread ad- 
hesions in some cases of pyosalpinx and pelvic abscess. Muscle is 
present in the wall of the pregnant tube, and although hypertrophy 
is absent, it is not unreasonable to suppose that complete involution 
may be effected by this means. That the muscle is functionally 
active is shown by the occasional observance of peristalsis in the wall 
of a pregnant tube the seat of partial abortion. 

The objections therefore do not appear to be weighty, and 
certainly do not contraindicate an attempt at the performance of 
conservative salpingotomy when the occurrence of tubal mole or 
partial tubal abortion appears to call for the procedure. 
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Hydropyonephrosis Complicating Pregnancy. 
By H. T. Hicks, F.R.C.S., Derby. 


L.W., wt. 387 years, had had one previous pregnancy during which 
she had eclampsia. Six weeks before admission, when about four 
months pregnant, she complained of severe pain in the right side of 
the abdomen, accompanied by pyrexia. Her medical attendant 
thought the patient was suffering from appendicitis. After about a 
fortnight the symptoms subsided, and she was able to get about. The 
pain, however, returned within a few days and the patient began to 
feel very ill. I saw her five weeks after the onset of the symptoms 
and found an indefinite dull swelling, filling up the right loin and 
pushing the pregnant uterus towards the left. There was now a 
considerable amount of vomiting, and the patient was obviously 
wasting rapidly. A few days later she was admitted into my ward. 
The swelling in the right loin had become larger and more tense. 
There was a slight amount of pus found in the urine, and the urinary 
output was much diminished. There was considerable cedema of the 
skin over the right loin, and this led me to believe that the inflamma- 
tory condition had extended into the perinephric tissue. I did not 
realize that the whole swelling was due to a hydropyonephrosis. The 
patient was too bad for a prolonged anzsthetic, so I opened the 
loin under gas. About three pints of purulent urine drained away. 
The drainage of the pyonephrosis did absolutely no good. The 
patient became worse, vomiting was incessant and the urinary output 
practically nil. In short, she was in a critical condition, so I 
emptied the uterus without delay. After delivery the patient im- 
proved rapidly; large quantities of purulent urine were passed, and 
except for a few rises of temperature she made an uninterrupted 
recovery. I have since seen her many times; she has put on weight 
and seems perfectly well. 

This is a short account of a rare complication of pyelitis of 
pregnancy. The illness started in a definite attack of pyelitis, which 
was at first mistaken for appendicitis, and later resulted in a more 
or less complete block of the right ureter. 


I have seen one other similar case in whom a hydropyonephritis 
developed at the third month of pregnancy after a definite attack 
of pyelitis in a previous pregnancy. This patient, who was very ill, 
aborted spontaneously and recovered. In pyelitis of pregnancy it 
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is well known that the right renal pelvis is nearly always attacked, 
and the primary infection is due to an invasion by the bacillus coli. 
The predisposing cause is the pregnant uterus which, pressing more 
on the right ureter at the pelvic brim than on the left, causes urinary 
stasis. Urinary stasis leads to bacillary infection. The infecting 
bacilli probably obtain entrance into the renal pelvis direct from the 
colon. Constipation is nearly always present, and there is rarely 
any premonitory vesical symptom. It would seem from this that an 
ascending infection is not common. 

The onset is usually sudden; there is acute pain and tenderness 
in the right loin and iliac fossa. A careful examination of a 
catheter specimen will usually show the presence of pus cells. The 
amount of pus varies greatly in different specimens. One specimen 
may be full of pus while the next will require a careful microscopical 
examination. The diagnosis as a rule is not difficult, but it is of 
extreme importance to distinguish acute pyelitis from appendicitis. 
I know of five cases in which this mistake has been made. 

Pyelitis is a common complication of pregnancy, appendicitis is 
not socommon. In pyelitis the pain and tenderness are most acute 
beneath the twelfth rib behind, and although there is usually a 
marked superficial tenderness over the right side of the abdomen, 
there is not so much rigidity as occurs in appendicitis. Lastly, the 
presence of pus in the urine will settle the question, but the absence 
of pyuria will not. 

As far as my experience goes, acute appendicular conditions tend 
to lie behind the pregnant upterus. 

I have now seen about 40 cases of pyelitis of pregnancy and all 
of these recovered. In most cases the pain subsides in from four 
to six days, and the temperature falls after about a week of fairly 
steady pyrexia. Only five cases might be called serious. Three of 
these became pyemia, and two developed hydropyonephrosis, In the 
milder and moderate cases constipation should be avoided, plenty of 
water given by the mouth, a slop diet and a diuretic mixture con- 
taining urotropine and potassium iodide should be given. This, with 
an occasional dose of morphia for the pain, is all that is required, 

When the symptoms do not abate or complications arise, some 
further form of treatment is necessary. This brings us to vaccines. 
Since the primary infection is nearly always due to the bacillus coli, 
a stock vaccine can be given, but no doubt an autogenous one is 
preferable. At one time I thought that vaccines did good, but in 
comparing cases which had no vaccine with those that did, I must 
confess, it is difficult to see any real benefit from the vaccines. 

If a case of pyelitis of pregnancy does not respond to ordinary 
medical treatment, the uterus must be emptied without delay. This 
is the best method of relieving the pressure on the ureter. If a 
hydronephrosis develops one may be tempted to drain it through 
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an incision in the loin. Believe me, this is contrary to what 
practice and experience teach. In the case reported I set out to 
drain what I thought to be a large perinephric abscess. I was 
mistaken and had to induce the labour. When one has a case of this 
kind to deal with it may seem almost impossible that a simple evacua- 
tion of the pregnant uterus will effect the complete drainage of the 
kidney pelvis; yet, from my own experience, I can say that if dealt 
with in that way these patients improve rapidly, even though they 
seem to be in an apparently hopeless condition. 
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A Case of Czsarean Section ; with Remarks on the 
Operation. 


By Victor Bonney, M.S., M.D., B.Sc. (Lond.), F.R.C.S., M.R.C.P. 


I rEcorp the following case because I am not aware that the opera- 
tion I am about to describe has been published before :— 

The patient was but little over 30 years of age, pregnant with 
her first child. She had been sent over from India with a diagnosis 
of fibroids of the uterus, complicated by pregnancy. The tumours 
were said to be rapidly growing, and hysterectomy was suggested. 
I did not see her until she was five months pregnant, and though I 
found the uterus very abnormally large (the size of eight months’ 
pregnancy), yet I could only feel distinctly a couple of small sub- 
peritoneal tumours. As she was very well in spite of the abdominal 
enlargement, I advised waiting. She went to term without any 
great degree of discomfort. Although I examined her many times, 
I could never succeed in definitely feeling any other tumours than 
the two I have mentioned. The lower pole of the child, however, 
remained persistently above the brim, and I therefore determined to 
perform Cesarean section, a course further indicated because the 
foetal head lay uppermost. On removing the child and eventrating 
the uterus, I found the latter greatly enlarged by multiple fibroids, 
the largest of which, the size of a melon, was deeply embedded in 
the uterine wall. 

The patient and her husband were very anxious to avoid removal 
of the uterus, and therefore, after suturing the uterine incision in 
the usual way, I proceeded to enucleate the tumours. They were six 
in number, and the largest of them was submucous in position and 
had undergone cystic degeneration, being converted into a mass of 
grumous material, surrounded by a thin capsule. Three others, 
varying in size from a cricket to a golf ball, were interstitial in 
position, one of them being situated directly behind the uterus in 
the lower segment below the breech. The remaining two were 
subperitoneal in position, and sessile on the anterior uterine wall. 
There was a great deal of bleeding but much less than might be 
expected on account of the actively retracted state of the uterine 
muscle fibres. In removing the largest tumour I again re-opened 
the uterine cavity, but I was able to obliterate by catgut sutures all 
the gaps left by the several enucleations. 

The patient made an uninterrupted and rapid recovery. 

I submit that the course I adopted in this case is a great advance 
on Cesarean hysterectomy, the operation usually adopted in such 
cases. The fibroids are complicated by pregnancy, the functional 
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value of the uterus is proved and the organ is worth conserving. 

The strongly retractile state of the uterine wall is peculiarly favour- 

able for enucleation, because it lessens the hemorrhage from the 
cavities left after the removal of the tumours. . This was markedly 

so in my case. Further, the mobility and pliability of the recently 
delivered uterus, by allowing its complete withdrawal from the 
abdomen, render access to and control over the wounds left by the . 
enucleation much more easy than usual. 

The operation is, of course, not to be performed unless it is certain 
that the uterine cavity is aseptic. For this reason it will only be 
indicated in labour obstructed by fibroids, when the case is seen early, 
and before rupture of the membranes. Where, however, the 
occurrence of obstruction being foreseen, it is determined to remove 
the child by Cesearean section, I believe strongly that it should, in 
many cases, be considered the operation of election. 

It may be asked, what will happen to the uterine scars if a 
patient again becomes pregnant? I believe that nothing will happen 
if the operation be correctly performed—i.e., that the cavities left 
by the enucleation be entirely obliterated from their floor upwards 
by buried catgut sutures. I am aware that cases are on record 
where the scar of a previous Cesarean operation has given way 
during a subsequent pregnancy or labour, but I believe that such 
weakness is due to faulty suturing, or weak union on account of sepsis. 
The extent to which a uterine scar will withstand the stress of child- 
bearing has been revealed to me by the first patient on whom I 
performed utriculoplasty. Although in this woman a considerable 
portion of the uterus was removed, she has safely passed through 
three pregnancies: the first terminating naturally at 7 months, the 


second terminating naturally at 7} months, and the third naturally 
at full term, 
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A Case of ‘‘ Pre-eclampsia” at the Twenty-fourth 
Week: Czsarean Section. 


By Victor Bonney, M.S., M.D., B.Sc. (Lond.), F.R.C.S., M.R.C.P. 


Tue following case illustrates a widening of the scope of Cesarean 
section as a means of coping with certain cases of acute pregnancy 
intoxication while still in the pre-eclamptic stage. 

The patient was a young lady pregnant with her first child, and 
under the supervision of Dr. Beauchamp. Up to the 24th week she 
had been remarkably well. She then went to Buckinghamshire, and 
soon after arriving there was suddenly seized with vomiting and 
diarrhea. Dr. Pocock, of Beaconsfield, who was called in, examined 
a specimen of her urine, and found it to contain a very large 
quantity of albumin together with a certain amount of blood. It is 
important to note that Dr. Beauchamp had examined the urine ten 
days previously and it was then normal. 

The orthodox medical treatment for pregnancy albuminuria was 
at once resorted to, but in spite of it the patient was by next day 
much worse. The urine contained a good deal of blood and enough 
albumin to solidify on boiling, and the quantity passed per diem was 
much reduced. Moreover the vomiting was incessant and she could 
not see clearly. Dr. Beauchamp and Dr. Pocock met in consultation, 
and it was decided to bring her up to town as soon as possible. 
On the next day she arrived, and I was asked to see her. There was 
some general cedema and well-marked jaundice was present. During 
the previous twenty-four hours she had only passed 12 0z. of urine, 
and a specimen showed a large quantity of blood and enough albumin 
to solidify on boiling. The pulse tension was very high, and her 
sight was now so much impaired that she could only dimly distin- 
guish the figures of those around her. 

On examination, I found the uterus the size of a 24 weeks’ 
pregnancy, the cervix long and the os closed. We decided that in so 
acute a case of pregnancy intoxication evacuation of the uterus was 
the only course. Induction of premature labour either by bougies 
and Champetier’s bag or by dilatation of the cervix with Hegar’s 
dilators followed by Champetier’s bag, was considered, but all of us 
agreed that it was fraught with the risk of an eclamptic seizure 
taking place before the child could be delivered. The alternative of 
immediate emptying of the uterus by operative means was all 
therefore that remained. Of the two methods of performing this, 
abdominal and vaginal Cesarean section, the former was decided on 
as being cleaner, quicker and having the least risk. 
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I carried out the operation, assisted by Dr. Beauchamp and 
Dr, Pocock. It was of course very easy and only took sixteen 
minutes to perform. The placenta was situated anteriorly and it 
and the child were removed together. The latter showed no signs 
of life, though the foetal heart had been heard shortly before the 
operation. The uterus retracted well and the wounds in it and the 
parietes were closed in the usual way. An extraordinarily rapid 
improvement in the patient’s condition followed. By next day the 
jaundice and cedema had disappeared, the vomiting had ceased, 
251 oz. of urine were passed containing a much reduced amount of 
albumin and no blood, and the eyesight was in large measure 
restored. 

On the following day the improvement was continued, and over 
44 oz. of urine were passed containing merely a trace of albumin. 
On the day after this the amount of urine was 66 oz. and the albumin 
had practically disappeared. From thence onwards convalescence 
was uninterrupted. She got out of bed on the 14th day, and left 
the Home at the end of three weeks, 

As far as I am aware this is the first time that abdominal delivery 
has been resorted to in a case of pre-eclampsia before viability. 
Even as applied to patients in whom eclamptic convulsions are 
already present, the general attitude- towards Cesarean section is 
one of grudging acquiescence as a last resort in desperate cases; and 
custom and current teaching have up to now been against its 
performance where the child is not viable. I hold, however, that 
in severe pregnancy intoxication the ovum should be regarded as an 
acutely malignant neoplasm, the immediate removal of which, before 
it has inflicted fatal injury on its possessor, is as logical and strongly 
indicated as is the resort to surgery in acute appendicitis, perforated 
intestinal ulcer, torsion of an ovarian cyst or any other abdominal 
catastrophe. Where such removal can be most quickly effected by 
abdominal section and where the skill and means requisite for the 
performance of the operation are at hand, I believe it to be the 
treatment of election not only in eclampsia but also in those cases in 
which, though no fits have occurred, they may be expected at any 
moment. 
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Suppuration of patulous urachus. 

R. V. Smitu (Monatsschr. f. Geburts. und Gynék., March 1913, from the 
Journal of the Oklahoma State Med. Assoc., November 1911) writes on 
operations on, or involving, the urachus. A girl, aged five years, was 
operated upon for diffuse purulent peritonitis, which arose from the vermi- 
form appendix. In making the parietal incision the knife passed for an 
inch into the canal of an open urachus. A girl, aged sixteen, was operated 
upon for a similar condition, acute appendicitis. The median incision 
exposed a band of fibres running for three-quarters of an inch downwards 
to the pubes, outside the peritoneum. On further examination, it was 
found to be the urachus with a patulous canal. It is not stated that there 
was pus in the canal of the urachus in either case, but R. V. Smith adds a 
third case, where the patient was a man, aged thirty-four, subject to pains 
in the region of the navel since childhood. Quantities of foetid pus issued 
from the umbilicus, from which grew a tumour like a strawberry, and there 
was a wide tract of induration on each side of the middle line down to the 
pubes. Smith dissected away all the parts concerned, including portions 
of the recti and parietal peritoneum. A second growth, as big as a pigeon’s 
egg lay in the indurated area two inches below the umbilicus. It contained 
some greasy matter and its pedicle, which ran downwards, proved to be the 
urachus, an inch broad and three-eighths of an inch think ; it seems that the 
lower tumour was a fibroma of the sheath of the urachus. The strawberry- 
like mass above was more doubtful. Though the pus might have suggested 
that it was a collection of granulations, it proved to be a papilloma. 
[The third case shows how liable is a patulous urachus to suppurate. In 
the first and second cases pus would probably have formed in the patulous 
canal had the patients lived longer unoperated upon.—REpP.] A.D. 
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Treatment of cancer by the ultra-penetrating rays of radium. 

J. L. Faure (Bull. de la Soc. d’Obstet. et Gyn), though strongly 
advocating the use of radium in combination with operative treatment in 
cases of cancer of the uterus, points out that it causes a fibrosis of the 
surrounding tissues. This renders subsequent dissection, especially of the 
ureters, laborious and difficult. ‘Therefore he restricts its use to inoperable 
cases, to cases of doubtful operability, and to straightforward cases after 
operation. In this third class, he applies the radium by the vagina two to 
three weeks after operation. 

Applications before operation have rendered operation possible in cases 
which at first seemed too advanced for operative treatment. GGA. 


Surgical treatment of uterine hemorrhage from the non-pregnant 
uterus. 

W. Krusen (Amer. Journ. Obstet., May 1913). The author divides the 
cases into three classes, those due to systemic causes, in which surgery 
plays no réle, those due to causes inherent in the uterus itself, and those 
depending upon causes in the tube, ovary, or broad ligament. The article 
is a resumé of the various causes of uterine haemorrhage with mention of 
the surgical procedures usually adopted for their relief. 

The author recommends myomectomy only in cases where the growth 
is pedunculated or at least single. He does not advocate multiple incisions 
for the removal of a number of fibroids, believing that hysterectomy is the 
safest treatment. 

In bilateral disease of the appendages, where the uterus is markedly 
congested, Dr. Krusen recommends hysterectomy. 

He concludes by laying stress upon the importance of a preliminary 
examination under anesthesia before giving a definite opinion, and drawing 
fresh attention to the fact that ‘‘ post climacteric bleeding should always 
be regarded as a danger signal demanding careful and painstaking 
exatnination.”’ 


The drug treatment of uterine hemorrhages. 

H. C. Woop, Jr. (Amer. Journ. Obst., May 1913). This is a review of 
the various drugs used to control uterine hemorrhage, grouped into those 
which relieve the congestion of the uterus and those which hasten the blood 
coagulation. In the first class, seeing that the control of circulation in the 
uterus is more governed by the state of the uterine musculature than that 
of the arterial muscle, the author only considered those acting directly upon 
the uterus. 

In regard to ergot he believes that the most active principle is Ergotoxin, 
but points out that its action is partly due to certain amines also found in 
putrescent protein solutions, two of which, tyramine and histamine, have 
been isolated. The action of the two former is entirely upon the muscles, 
while the former influences the sympathetic nerve. The disappointments 
following the use of the drug are, in the author’s opinion, due to the 
insolubility of the Ergotoxin in aqueous solutions and to its instability, 
and he suggests the dating of all fluid extracts of ergot in order to ensure 
the obtaining of an active preparation. 

In regard to hydrastis, he points out that the synthetic cotamine is 
almost as powerful and only one-sixth of the price. 

Adrenalin he does not think is to be generally recommended for uterine 
bleeding, though in certain selected cases it may be useful. 
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Pituitary extract is thought by Dr. Wood to be the most powerful 
stimulant of uterine muscle that we possess, provided it be injected 
hypodermically or better intra-muscularly. 

Of the drugs used to promote coagulation he considers gelatin, calcium, 
and serum. About the first named the author is not enthusiastic, consider- 
ing that the difficulty of obtaining it sterile unfits it for hypodermic use, 
while for oral administration a very large dose of jelly is required before 
the requisite dose of gelatin is consumed. 

Of calcium salts, he says that the clinical and scientific evidences give 
sufficient grounds for trying the drug, especially as it is not likely to do 
harm. J.B.B. 


The treatment of uterine hemorrhage by means of the Réntgen 
rays. 

G. E. PFAHLER (Amer. Journ. Obst., May 1913). In an article dealing 
with his experience of ten years, the author describes his technique and 
details the cases he has treated and the result in each case. 

He concludes that it is particularly useful in cases approaching the 
menopause, but is contraindicated in patients under forty. 

He suggests that interstitial fibroids are those most influenced by this 
method of treatment, and has found that subserous or submucous tumours 
do not as a rule give good results. The climacteric haemorrhages due to 
metritis have in his hands been treated with brilliant results, and the 
amount of treatment required is much less than in the case of fibroids. 

J.B.B. 
Chorionepithelioma after a long latent period. 

PoLANo (Zeitschr. f. Geb. u. Gyn., Bd. Ixxv, Hft. 1) records the case 
of a woman, aged 52, who came to hospital with a discharge from a mass 
in the vagina which was diagnosed as carcinoma. The menses had ceased 
a year before, but she had had one brief attack of haemorrhage three months 
before admission, followed by a watery discharge. She had had eight 
children, but the last pregnancy had been ten years previously. All 
pregnancies normal. Removal of the tumour was followed by a rapid and 
ultimately fatal recurrence. 

Microscopic examination of the tumour showed it to contain chorionic 
elements which exhibited considerable activity of growth. The tumour was 
in short a chorionepithelioma malignum, although atypical in some of its 
histological points. 

Polano refers to another paper on the subject and from it collects 35 cases 
with latent periods varying from two to thirteen years between the last 
pregnancy and the discovery of the chorionepithelioma. R.W.J. 


A hitherto unknown function of malignant ovarian tumours. 

KLEIN (Zeitschr. f. Gebs. u. Gyn., Bd. xxv, Hft. 1) describes two cases 
of malignant ovarian papilloma in grape-like masses, whose stroma 
appeared, both to the naked eye and microscopically, to be sodden with 
fluid. In one case the distribution of this change was restricted to the 
connective tissue immediately under the epithelial layer, and this led the 
author to discard the view that the change was a passive cedema. The 
presence of delicate strands of tissue in the affected areas argued against 
its being a result of the fixation of the specimen, and Klein is led to believe 
that it indicates an absorbent function of the epithelium analogous to that 
possessed by chorionic epithelium. R.W.]J. 
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Complement deviation by corpus luteum antigens. 

Josgrn T. SmitH (Amer. Journ. Obstet., June 1913). This paper is a 
record of a series of twenty-four experiments. The idea was suggested, 
that, if the ovary has an internal secretion, an antibody may be generated 
in the blood-serum of the woman. If so, it might be possible to detect this 
antibody by a complement deviation test, using as the antigen an extract 
of corpus luteum tissue. The antigens were prepared in different ways, 
from corpora lutea, obtained fresh at operations. The blood of the patients 
from whom the corpora lutea were removed, was tested by the Wassermann 
reaction. 

Tests for syphilis were also made upon the blood of those patients whose 
serum was used. 

Serum from the blood of males was generally used as a control. 

The conclusions arrived at were :— 

(1) Attempts to detect the internal secretion of the corpus luteum by a 
complement deviation test, using extract of corpus luteum as an antigen, 
have proved negative. 

(2) An antigen prepared by extracting corpora lutea will deviate com- 
plement with the blood-serum of patients giving the Wassermann reaction 
for syphilis. J.B.B. 


Non-ovarian vesico-uterine dermoids. 

VAUTRIN (Annales de Gynéc. et d’Obstét., November 1913) declares that 
non-ovarian pelvic dermoids are not very rare in women. They are found 
either on the broad ligaments or between their folds, in Douglas’s pouch 
and in the parasacral connective tissue above the levator ani. The most 
remarkable type, however, is that which develops in the vesico-uterine 
connective tissue. Its importance is well-known to all surgeons and 
gynecologists, for the proximity of the bladder involves danger of invasion 
of the vesical cavity with dermoid elements. This grave complication sets 
up intractable cystitis, the hairs cause great suffering, and the action of the 
urine on the grease and fleshy tissues involves infection which ascends to 
the kidneys. Vautrin reminds the surgeon and gynzecologist of a fact much 
less well known than these bladder troubles. The vesico-uterine dermoid 
is very liable to be involved in general infections arising elsewhere. In his 
experience, for instance, a tumour was infected after an abortion followed 
by phlebitis, and in another case the complication was traced to a recent 
attack of enteric fever. These non-ovarian dermoids seem most frequent 
in women between twenty and fifty years, older subjects than those in whom 
ovarian dermoids develop. They do not always press on the bladder as 
they tend to expand, never between the folds of the broad ligaments, but 
often upwards behind the parietal walls and in front of the peritoneum. 
In two uncomplicated cases Vautrin found little difficulty in enucleating a 
vesico-uterine dermoid from the retro-vesical space, although the relations 
with the bladder gave trouble. In one of these subjects the left ovary was 
enlarged and therefore removed, it contained a smal] cavity filled, like the 
tumour, with hair and sebaceous matter. In two complicated cases the 
removal of the dermoid was effected successfully, as in the two others. A 
woman, aged 30, had aborted two months before the operation with a 
complication above mentioned. Micturition was very painful and the urine 
foetid and loaded with grease, cholesterine crystals and pus. Enucleation 
proved difficult, but the peritoneal cavity was protected by compresses. 
The bladder being separated, the wound was sutured in two layers. Then 
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a drain was placed in front of the uterus and the parietal wound closed, a 
catheter being retained in the bladder. The bladder wound healed by first 
intention. In the last case reported by Vautrin the presence of the tumour 
was betrayed by an attack of typhoid fever. The urine was very foul and 
blood was passed with pus, hairs, and sebaceous material. Enucleation, as 
expected, was attended with much difficulty, though the wound in the 
vesical walls unavoidably made in separating the bladder was small and 
easily closed. After three weeks, when the patient seemed otherwise well, 
the cystitis became intense. Then a loose body could be defined in the 
bladder. Vaginal lithotomy was performed and a fig-shaped dermoid mass, 
two inches long, extracted. It was in an advanced stage of putrefaction and 
incrusted with phosphates. After its removal the patient was soon restored 
to health. Thus, dermoids of the vesico-uterine space are more dangerous 
to the patient and more difficult to remove than are ovarian dermoids, but 
they are well placed for enucleation being relatively superficial in position. 
Experience has shown that when the bladder is involved, the necessary 
wounding during its separation can be readily repaired by suture. Lastly, 
drainage is easily managed however wide may be the cavity left after 
enucleation. A.D. 


A case of combined intra- and extra-uterine pregnancy. 

WEIss and SENCERT (Bull. de la Soc. d’Obstet. et Gyn.), in publishing 
this case, state that although 171 cases have been collected by their pupil 
Mlle. Fingova, yet the symptomatology is so diverse that this case throws 
further light on the clinical signs which may be present in this condition. 

The patient, who had not menstruated since the birth of her first child, 
which she had continuously suckled, aborted without knowing she was 
pregnant a three months foetus. Twelve months later she had a sharp 
attack of pain in the lower abdomen more marked on the right side and she 
showed signs of internal haemorrhage. Four days later, her condition 
becoming serious, she was removed to hospital. Here, a pelvic hamatocele 
was diagnosed and drained through a colpotomy. The patient improved 
and refused a subsequent laparotomy, so that in the absence of definite 
knowledge as to the condition of her tubes, an exact diagnosis of the 
presence of this double phenomenon cannot, in this case, be maintained. 

G.G.A. 
Combined pregnancy. 

NEUGEBAUER (Gynekol. Rundschau, 1913, Hft. 22, 23). The author has 
collected 73 cases from the literature during the last three years. In the 
majority of cases the intra-uterine foetus is combined with one in the 
Fallopian tube or more rarely in some other part of the genital tract. The 
cases are examined in detail and the results summarised in several tables. 
The relation of this condition to the etiology of extra-uterine pregnancy is 
also discussed. R.M.A. 


A contribution to the study of eclampsia as a toxemia of possible 
mammary origin. 

PRENTISS WILSON (Amer. Journ, Obstet., June 1913). This is a review 
of the subject of eclampsia from the standpoint that it may possibly arise 
from a perversion of the activity of the breasts. The first suggestion of 
this is contained in the astonishing clinical and pathological similarity 
between this disorder of women and the disease of cows known as milk 
fever or parturient paresis. The author of this paper first gives a long 
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description of the latter disease, them an account of cases and of the 
literature of eclampsia considered as a possible mammary toxemia; and 
finally discusses the possibility of the mammary theory proving to be of 
value in solving the problem of eclampsia. He quotes from various 
authorities, facts in the etiology and pathology of parturient paresis, 
showing a marked similarity to eclampsia. The suggestions are: that it 
is due to the circulation in the blood of a powerful toxin, and that treatment 
which tends to limit absorption from the udder, has caused a wonderful 
reduction in the mortality, this latter fact pointing to a disturbance in the 
milk secretion, as the origin of the toxin. Experiments on animals by 
Kastle and Healy and Delmer corroborate both these statements. 

The author then quotes from various authorities, cases of eclampsia 
treated by continual emptying of the breasts, injection of air, potassium 
iodide, and oxygen into the breasts, and amputation of breasts; good 
results following these treatments almost invariably. 

In reviewing the condition from this standpoint, Dr. Wilson presents the 
following points for consideration :— 

(1) Parturient paresis is a disease of the parturient cow, undoubtedly 
due to the circulation in the blood, of a powerful toxin, having its origin 
in some perversion of the mammary secretion. 

(2) The mammary theory of eclampsia is based almost entirely upon 
the practically complete pathological and clinical similarity to the two 
diseases. 

(3) There are, however, important differences— 

(a) Parturient paresis rarely attacks primiparous animals. 

(b) Parturient paresis occurs almost entirely post partum. 

(c) Parturient paresis increases in frequency in direct ratio with 
increased power in milk production; no such finding has been 
noted in eclampsia. 

(d) Sugar is an almost constant constituent in the urine of 
parturient paresis, but is rarely found in eclamptic urine. 

(4) The mammary theory of eclampsia is probably merely specious, at 
the same time it deserves careful and thorough investigation. J.B.B. 


Heart disease and pregnancy. 

Kreiss (Zentralbl. f. Gyn., No. 50, 1913) points out the extreme rarity 
of the breakdown in compensation in heart disease among pregnant women. 
Only 26 cases occurred in a series of 23,577 pregnancies. Four deaths 
occurred in these 26 cases, but two were due to sepsis, the remaining two 
giving a percentage mortality of ‘oo8 per cent. The post mortem examina- 
tion showed one of these to have mitral disease with multiple infarcts in 
both kidneys, the second was complicated by a retro-sternal goitre which, 
by causing marked tracheal stenosis, was thought to be mainly answerable 
for the fatal ending. 

Reviewing the treatment adopted, he recommends : 

(1) Mental and bodily rest in slight cases. 

(2) Digitalis preparations for cases in which after two days trial rest 
fails to relieve symptoms. 

(3) Termination of pregnancy in cases in which, despite medicinal 
measures, cedema and ascites increase. 

(4) Immediate termination of pregnancy in cases of : 

(a) Congenital pulmonary stenosis. 
(b) Pericarditis with effusion not relieved by tapping. 
(c) Active endo- and myocarditis. 


Puerperal Streptococcemia 321 


(d) Marked regurgitation in kypho-scoliotic patients. 
(e) Morbus cordis complicated by other diseases, e.g. nephritis, 
pernicious anaemia, tubercle. 
As regards operative measures he advises de Ribes’s bag in slight cases, 
and in severe cases abdominal Ceesarean section under spinal analgesia. 
Vaginal Czesarean section is contraindicated on account fo the great 


oozing from the engorged pelvic veins—the bleeding being difficult to 
control. G.G.A. 


Threatened spontaneous rupture observed during Czsarean 
section. 

ZALEWSKI (Miinch. med. Woch., No. 44, November 1913) reports the case 
of a patient who had had six still-born children, the result of contracted 
pelvis. Her seventh pregnancy was terminated by extra-peritoneal 
Ceesarean section. During the operation there was noticed, on the anterior 
wall of the upper part of the cervix, an area about the size of a five-shilling 
piece, through which the membranes protruded. This rupture took its 
origin in a thin stretched cicatrix in the cervical muscle 3—6 cms. long. 
Through this ruptured area the child was delivered by forceps. The 
cicatrised and thin area was excised and the freshened edges brought 
together. In this case a predisposition to rupture existed from the presence 
of a cicatricial area in the cervix, due to an injury from a previous 
craniotomy. 


Rupture of the symphysis pubis in labour. 

H. E. Turgy (Amer. Journ. Obstet., November 1913). This article 
contains a report of one case of this condition. It was associated with a 
considerable haemorrhage. This heemorrhage was found to come from a 
rent near the urethra, and, during an effort to control it by packing, the 
ends of the symphysis were found separated 2} inches. 

The treatment adopted, was : 

(a) Strips of adhesive plaster around the hips. 

(b) A specially constructed pelvic binder, kept in place for six weeks. 

Dr. Tuley places the incidence of the accident at 1 in 30,000—60,000 
labours, and says that about 140 cases have been recorded. The rupture 
may be either spontaneous (? 27 per cent.) or traumatic. 

He quotes histories of several cases from the literature and gives a 
bibliography. 

In the discussion which followed the reading of this paper, one speaker 
said that he had seen three cases within a year, suggesting that the 
condition was much more common than Dr. Tuley assumed. J.B.B. 


The treatment of puerperal streptococcemia with intravenous 
injections of magnesium sulphate. 

James A. Harrar (Amer. Journ. Obstet., November 1913). This is a 
report on 14 cases, treated after the manner proposed by Dr. Huggins in 
1910. The cases were all severe streptococcal septiceemias, and in five, the 
organism was isolated from the blood. In the other nine, pure growth of 
streptococcus was obtained on uterine culture. Only two of the cases died. 
One was a case in which blood culture had revealed streptococci, giving a 
mortality under this method of treatment, of 20 per cent. in cases of 
known blood infection, as against a mortality of 93 per cent. in 46 cases 
treated by other means. 
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A two per cent. solution of chemically pure magnesium sulphate is 
prepared with freshly distilled water. This is filtered and sterilised in an 
autoclave. Formerly a one per cent. solution in physiological salt solution 
was used, but a rigor, or sharp rise of temperature frequently followed the 
injection. 

The reservoir is held at not more than one foot elevation. The injection 
should be repeated every second or third day, according to the course of 
infection as revealed by the temperature chart. 

Dr. Harrar, on the consideration of his cases, arrives at the following 
conclusions : 

(1) In the quantities and dilutions described magnesium sulphate is 
absolutely harmless, when administered intra-venously to women suffering 
with puerperal infection. 

(2) Magnesium sulphate is of more value early in the course of the 
infection, than after secondary localisation has occurred. 

In the chronic cases of secondary thrombophlebitis or pyzemia it does 
not appear to be of benefit, its action seems to be chiefly upon the organisms 
circulating in the blood. 

(3) It shortens the course of the bacterial toxeemias, in which the 
bacteria cannot be demonstrated in the blood by culture, and anticipates 
the establishment of a bacterizemia. 

(4) It has reduced the mortality in puerperal streptococczemia, the most 
fatal form of puerperal infection, from 93 per cent. to 20 per cent. 

J.B.B. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNA‘COLOGY. 
Meeting held November 6, 1913. 

The President, Dr. W. S. A. GrirritH, in the Chair. 


SPECIAL DISCUSSION ON THE RELATION OF THE INTERNAL SECRETIONS TO THE 

FEMALE CHARACTERISTICS AND FUNCTIONS IN HEALTH AND DISEASE. 

The complete paper, introduced by W. Bratr Breit, M.D., was 
distributed beforehand, and will be published in full in the Proceedings 
of the Royal Society of Medicine. 

Allusion was made by the introducer of the discussion to the great 
advances which have been made during recent years in the science of 
gynecology and obstetrics. After pointing out that from a broad stand- 
point femininity itself is entirely dependent on the internal secretions acting 
in correlation, he considered the more purely morphological and physio- 
logical aspects of the subject. The production of the female characteristics 
—primary and secondary—were traced to the internal secretions, and facts 
were quoted in support of the statements made. It was shown, too, how 
the internal secretions directly and through the general metabolism initiated 
the general functions at puberty. By way of illustration the calcium 
metabolism was described in its bearing on the question under discussion. 

Next, the maintenance of the female characteristics and functions were 
dealt with, and experimental evidence was given of the importance of all 
the internal secretions in effecting this end. 

The conclusions in regard to the morphological and physiological 
aspects of the subject were :— 

(1) The development and integrity of the genital organs and their 
functions are dependent on all the internal secretions, individually or 
collectively. 

(2) The removal of any one organ of internal secretion produces changes 
in the others, and by this means we gain some insight into the existing 
correlations. 

(3) The general metabolism is altered by extirpation of any of these 
organs. This alteration in the general metabolism affects the genital 
metabolism. 

From physiological and morphological investigations we have obtained 
the following information which may be employed in the solution of 
clinical problems :— 

(1) Our knowledge of the influence of the internal secretions on the sex 
characteristics and on the development of the genitalia helps us to under- 
stand the pathology of hitherto obscure conditions connected with sex 
characteristics and the development of the reproductive organs. So, also, 
can we trace the influence of the internal secretions on the psychology of 
our patients, for in women femininity is associated with psychical qualities 
which need not be defined here. These qualities are due to the combined 


i 
} 
: 
j 
7 
3 


324 Journal of Obstetrics and Gynecology 


action on the brain cells of the metabolic conditions produced by the 
feminine organs of internal secretion; and the normal psychical condition 
is frequently disturbed by pathological conditions of the endocrinous glands. 

(2) Since we know something of the influence of the internal secretions 
on normal menstruation, we can note the abnormal effects produced in 
regard to the menstrual function, and conversely we can observe the effects 
produced on the organs of internal secretion by local derangements of the 
genital organs. 

(3) Knowing, also, the part played by the internal secretions in the 
metabolism of pregnancy, we can, in the same way, observe the effects 
of deviation from the normal. 

The second part of the introductory paper dealt with pathological and 
therapeutical considerations. 

First, derangements in the development of the genital organs and their 
functions were discussed under the following headings :— 

(1) Imperfect and irregular primary development of the genitalia. 

(2) Irregular secondary development of the female genitalia and 
functions. 

It was shown under the first heading how pseudo-hermaphroditism 
might be produced, especially by hyperplasia of the suprarenal cortex. 
And under the second heading it was demonstrated how the onset of puberty 
(precocious or delayed) was under the influence of the organs of internal 
secretion. 

Next, derangements of the fully established female characteristics and 
functions were discussed. 

This part of the subject was dealt with at some length, since it was 
of considerable interest from a clinical point of view. The derangements 
of the fully developed sexual characteristics first came under notice. Then 
the derangements of the fully established functions were considered from 
the points of view of increased and decreased secretion from each special 
organ. Many clinical phenomena in connection with menstruation and 
pregnancy were discussed in detail. 

The results of experimental investigations of the metabolism of aniimals 
after partial or complete removal of the different ductless glands were 
demonstrated by means of tables; and a series of photo-micrographs were 
shown to illustrate the structural effects produced on the other organs 
of internal secretion after the partial or complete removal of one of the 
members of the endocrinous system. 

Dr. Blair Bell was followed by Miss Louisk McILroy, M.D., who had 
been specially invited to continue the discussion. The speaker (whose 
paper will be published in full in the Proceedings of the Royal Society of 
Medicine) considered the subject under the following headings :— 

(1) The importance of comparisons between the results of experimental 
work upon laboratory animals and clinical observations. Examples. 

(2) The influence of the internal secretory organs upon development. 

(3) The constituents of the ovary and their function. 

(4) The necessity for clinical records upon the effects of oéphorectomy 
before puberty, during reproductive life, and during pregnancy. 

(5) The effects of odphorectomy alone as compared with odphorectomy 
combined with complete hysterectomy. Influence of uterine secretion. 

‘ (6) The clinical aspect of ovarian transplantation. 

(7) The influence of ovarian secretion upon metabolism, lactation, and 
the other internal secretory organs. 

(8) The influence of the internal secretory organs upon disorders of 
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menstruation, with special reference to precocious menstruation, menor- 
thagia of puberty, and early menopause. 

(9) The treatment of gynzecological conditions by glandular extracts. 
Examples. 


(10) The relationship between general toxeemias and derangements of 
the internal secretory organs. 

Miss Louise McILroy thought it a happy augury for future work that 
there should be so much collaboration between the laboratory worker and 
the clinician. Much confusion as to the function of the ductless glands 
arose from want of proper comparison of the variations in different species 
of animals and of the human individual. The secretory organs modified 
sex development, but did not cause the assumption of secondary character- 
istics, as these will probably be found to be due to cell development in 
very early embryonic life. The effects of oéphorectomy alone as compared 
with combined hysterectomy were mentioned, and the influence of the 
uterine mucosa discussed, the clinical aspect of ovarian transplantation, the 
influence of ovarian secretion upon metabolism, and upon menstruation in 
correlation with the other internal secretory organs were brought forward. 
Treatment of menopausal symptoms by ovarian and mammary extracts, 
and menorrhagia by pituitary extract by the mouth gave encouraging 
results. The influence of the thyroid gland upon toxic conditions was a 
subject of great importance in gynecological and obstetric conditions. 

The two papers led to a very interesting discussion, in which many 
invited speakers took part. Among those who spoke were the PRESIDENT, 
Professor F. H. A. Dr. T. R. Mr. James Berry, Dr. 
LEONARD WILLIAMS, Dr. R. Murray LESLIE, Dr. FLORENCE A. STONEY, 
Dr. AMAND RoutTH, and Dr. H. R. HARROWER. 

Dr. BLAIR BELL replied. 


Meeting held December 4, 1913. 
The President, Dr. W. S. A. GrirritH, in the Chair. 


The following specimens were shown :—Mr. Alban Doran: An Occluded 
Vagina after Total Hysterectomy. Mr. J. D. Malcolm: Sloughing Fibroid 
with Complete Inversion of the Uterus. Dr. G. G. Alderson: Chrobak’s 
Instrument for Embryotomy. Dr. Wilberforce Smith: Epidiascope 
Demonstration of Altmann’s Granules in Tissues at point of Invasion by 
Squamous Carcinoma of the Uterus. Mr. Gordon Luker: Hydatidiform 
Mole and Normal Ovum in Twin Pregnancy. 

A Case of Primary Carcinoma of Bartholin’s Gland.—Dr. HERBERT SPENCER 
read notes of a case of Primary Carcinoma of Bartholin’s gland which he 
had removed, with the superficial inguinal (carcinomatous) glands, on . 
March 3, 1912, the patient being well and free from recurrence on October 
21, 1913. A section through the growth and duct (which was unaffected) 
showed it to be an adeno-carcinoma with degeneration of the cells, causing 
it to resemble squamous carcinoma. Of the fourteen cases of which an 
abstract was given, only one other had remained free from recurrence. The 
disease was very rare, occurred at ages between 28 and 91, half the cases 
being over 50. The two sides were affected with equal frequency. The 
relation of the disease to gonorrhcea and inflammation was discussed and 
a short clinical history of the disease was given. 

It appeared first as a small, hard, tender lump, accompanied by pain 
of a severe, lancinating character, sometimes passing to the coccyx and 
groin, and greatly increased by walking, menstruation, and coitus. The 
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skin over it might be bluish and the remains of the hymen cedematous. 
The lump was much harder than an inflamed gland, and its surface was 
slightly nodular. After a time the growth became apparent to the sight 
and burst through the skin at one or more orifices. The tumour might 
then become papillary or irregular or ulcerated on the surface and might 
be fixed to the pubic bone. The inguinal glands were early affected. 

Remarks were made on the above by Dr. EpEN, Dr. Russi, ANDREWS. 
Specimen referred to the Pathology Committee of the Section. 

Dr. Victor Bonney read two short communications : 

(a) Case of Pre-Eclampsia at the 24th week treated by Cesarean Section. 

(b) Case of Casarean Myomectomy with remarks on the operation. 

(a) The first concerned a case in which a primigravida, 24 weeks 
pregnant, was suddenly seized with symptoms of acute pregnancy toxzemia. 
The urine was much diminished in amount and contained a quantity of 
albumen and blood. Marked jaundice developed and rapid loss of sight 
occurred. Immediate evacuation of the uterus being indicated, this was 
effected by performing abdominal Cesarean section. The toxaemic 
symptoms disappeared within two days and the patient made a rapid 
recovery. 

(b) The second case was that of a primigravida whose uterus was the 
seat of six large fibroids in addition to the pregnancy. Czeesarean section 
was performed at term and after the child had been delivered the tumours 
were enucleated. The largest of them was the size of a melon, and was 
submucous in position. 

The speaker submitted that this operation, which he termed Czesarean 
myomectomy, should be the operation of choice in all cases of pregnancy, 
complicated by fibroids in which the uterus was uninfected. When 
pregnancy occurred in a fibroid uterus the functional value of the organ 
was proved, and it was worth conserving. Moreover the retractile state 
of the musculature was peculiarly favourable for enucleation. 

Remarks on the foregoing were made by Dr. WILLIAMSON, Dr. Routu, 
Dr. BuackEeR, the PrestpENT, Dr. MAXWELL, and Dr. EDEN. 


Mr. BECKWITH WHITEHOUSE (Birmingham) read a paper on 
‘THE RELATION OF SYPHILIS TO THE UTERUS.” 
The author pointed out that the occurrence in the uterus of lesions, the 
result of syphilitic infection had long been regarded as extremely rare. 
Apart from the occasional record of a primary chancre upon the portio 
vaginalis of the cervix uteri, or the suggestion that some ulcerations in 
this area might be of syphilitic origin, very little had been written upon 
the subject. If it was true that the corpus uteri possessed a definite 
immunity to the ravages of the spirochzeta pallida it was a matter of 
considerable interest, especially as the relationship was so intimate in 
connection with placental and foetal syphilis. He did not think that this 
was the case, but considered rather that syphilitic lesions of the uterus 
had been overlooked in the past. In 1912 he had suggested that the under- 
lying pathological factor in some cases of chronic metritis and fibrosis uteri 
might be syphilis. He had since had an opportunity of investigating by 
means of the Wassermann reaction, sixteen patients with a clinical 
diagnosis of this nature. Seven of these cases showed a well marked 
positive reaction, although only one gave a history or presented other 
evidence of direct syphilitic infection. In three patients it was necessary 
to remove the uterus on account of severe haemorrhage unrelieved by 
repeated curctting and various intra-uterine applications. The uteri 
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obtained from these cases all showed well marked fibrosis and peri- or 
endarteritis of the vessels. The pathological picture coincided with the 
appearances seen in interstitial myocarditis, orchitis, hepatic cirrhosis and 
other indurative conditions which were generally accepted as being due to 
syphilis. The author asked, therefore, why, in the case of the uterus, was 
it necessary to call for other factors such as inflammation due to septic 
causes, repeated pregnancy, etc., to account for an exactly similar lesion, 
especially when the Wassermann test showed that a certain proportion of 
such patients were undoubtedly infected. The exact proportion that 
syphilitic fibrosis of the uterus bears to fibrosis due to other causes must, 
however, remain undetermined until a longer series of cases could be 
brought forward. It is possible that errors may arise even in a long series 
owing to the phenomena associated with “Latent Syphilis.”” Knépelmacher 
and Lehndorffe have shown that 50 per cent. of the mothers of syphilitic 
children give a positive reaction some years after the birth of the last child, 
although a few months after parturition go per cent. of such women react 
positively. ‘The author was of opinion that it was largely from this class 
that the ranks of the chronic metritis patients are filled. 

He then drew attention to the fact that some cases of pyometra unasso- 
ciated with malignant disease appeared to bear a distinct relation to syphilis. 
He had seen two well marked examples in patients who exhibited indubit- 
able evidence of syphilitic infection, and he had received records of 
two others. 

In conclusion, he referred briefly to observations recently made upon the 
menstrual blood collected through an intra-uterine catheter during the 
secondary stage of syphilis. Specimens from five cases had been investig- 
ated, and in two the intra-cellular bodies described by McDonagh and Ross 
had been found. The presence of such bodies in the menstrual discharge 
is important as proving a possible source of infection to the uterine tissues 
through which they pass. At present the spirochata pallida has’ not been 
demonstrated in the menstrual blood. 

Remarks were made by the PresipENt, Dr. AMAND RowutH, and Dr. 
BLACKER. 


Mr. M. J. Stewart (Leeds) introduced a case of 


Faitus AcARDIACUS AMORPHUS.”’ 
He gave an account of a typical example of the foetus acardiacus amorphus 
(with drawings and radiographs) the specimen of which was shown, 
together with radiographs and microscopic preparations of the viscera. The 
monster occurred as the twin of a healthy male child, and was born half an 
hour before it. The parents were healthy, and the pregnancy had run a 
normal course. 

The specimen shown consisted of a trunk-like mass without head or 
limbs, to the flattened ventral aspect of which the umbilical cord was 
attached. There were nates at the posterior extremity, with an anus-like 
dimple between, and ventral to the latter, two other mesial dimples, 
possibly corresponding to genital and urinary apertures respectively. Two 
small thumb-like projections were present in the position of the lower 
limbs. At the anterior extremity there was a mesial, ventrally placed 
vesicle filled with fluid, and laterally, two small dimples in the position 
of the upper limbs. Radiographic examination showed the presence of a 
vertebral column of eighteen segments, to the upper seven of which ribs 
were attached. Posteriorly the pelvis was represented by two bones on 
cach side, but of limb bones there was otherwise not the slightest trace. 
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Dissection of the monster with subsequent microscopic examination 
showed the presence of liver and bowel, kidneys, ureters and testes, but 
heart, lungs, spleen and adrenals were all absent. 

The paper was discussed by the Presipent (Dr. Griffith) and Dr. 
BLACKER. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 
Meeting held in Sheffield, November 21, 1913. 
‘The President, Dr. W. E. Foraercii., in the Chair. 
Present : 13 members and 2 visitors. 


The following were elected members of the Society :— 
C. M.B., B.Sc. (York). 
Crcu, Goopwin M.R.C.S., L.R.C.P. (Barnsley). 


Mr. Mites H. Puiisirs (Sheffield) showed a case of 
PERITONEAL IMPLANTATION OF AN OvuM, 
which will appear in the January number of the Journal, for 1914. 


Dr. FLETCHER Suaw (Manchester) said he was not prepared to make a 
detailed criticism of the case after such a short examination of the slides 
and specimen but, so far as this examination went, he quite agreed with 
Mr. Phillips’ conclusions, especially that the piece of tissue found in the 
fibrin attached to the ovum was a tubal fimbria and that chorionic villi 
occurred in the sections of the tube. This being so, it seemed certain that 
the tube had been adherent to the peritoneum at this spot, that the ovum 
was impregnated outside the tube, became attached to a fimbria and, at the 
saine time, burrowed below the peritoneum. The hamorrhage was prob- 
ably due to the separation of the fimbria from this attachment. 

Dr. FoTHERGILL, (Manchester) said that he thought all would agree that 
Mr. Phillips’ preparations showed that in this case the ovum had penetrated 
the peritoneum and embedded itself in the sub-peritoneal tissue. He was 
not aware that such a happening had been clearly demonstrated previously. 
It was very interesting to remember that in the early days of ectopic 
gestation, ovarian and peritoneal pregnancy were assumed. Later, their 
occurrence was denied. Then, after years, ovarian pregnancy was 
restored to its place by undoubted proofs of its reality. Now, it seemed, 
we must recognise the possibility of peritoneal or should it not rather be 
‘‘ sub-peritoneal ”? gestation. It should be remembered that groups of 
recognisable decidual cells had been found by some observers under the 
peritoneal surface both upon the uterus and also in its vicinity. Decidual 
changes were by no means confined to the endometrium of the corpus uteri. 
They were found occasionally in the cervix, and in many cases of tubal 
gestation they could easily be demonstrated 1n the tubal wall. 


Mr. W. W. KING (Sheffield) read a paper on 
‘THE SERUM REACTION IN PREGNANCY, 
which appears in the present number of the JouRNAL. 
Mr. Mixes H. Puu.wips (Sheffield) showed a case of 
A Parasitic OVARIAN DERMOID Cyst 
from a woman of fifty-one, whose only complaint was that of “falling of 
the womb.” After plastic operations had been performed on the vagina, 
the abdomen was opened in order to remove an ovoid hard lump which had 
been found in the right iliac fossa. It was diagnosed as an ovarian fibroma 
but turned out to be a tense cyst (§x3X2 ins.), which was only attached 
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to the great omentum and the ceecum and vermiform appendix by loose 
adhesions, easily divided and containing very few blood-vessels. It had 
evidently arisen from the right ovary as that organ was only represented 
by a narrow thick ridge, at the back of the broad ligament and continuous 
with the right ovarian ligament. A corresponding ridge was afterwards 
demonstrated on the cyst. The wall of the cyst was of a yellowish-brown 
colour and almost avascular. The cyst contained sebaceous material and 
a thick felted mass of hair. The left ovary was in its normal position but 
also contained a small dermoid cyst. It was removed as was also the 
vermiform appendix. The uterus was then suspended by Gilliam’s method. 
An uninterrupted recovery followed. 
Mr. Mites H. Pups (Sheffield) showed a case of 
BILATERAL PAPILLARY OVARIAN CysTS 

removed from a girl of nineteen. The patient had complained of indefinite 
pelvo-abdominal pains for nearly two years. There had been menorrhagia 
for the same time. ‘The abdomen had been getting rapidly larger for a 
month. There was a cystic abdominal tumour reaching to the umbilicus. 
The vulva was cedematous. The cervix was soft and swollen and pressed 
downwards and forwards by an elastic swelling, with a definitely granular 
surface, which bulged the pouch of Douglas. On opening the abdomen 
three or four pints of ascitic fluid escaped. A large tense cystic tumour 
with papillary outgrowths had to be tapped before it could be separated 
and removed; it arose from the right ovary. ‘The left ovary was enlarged 
to the size of a cocoanut by a papillary and slightly cystic tumour. Both 
growths were densely adherent and very difficult to remove. Amputation 
of the body of the uterus facilitated their removal. There was a great deal 
of free oozing from the raw surfaces but there were no implantation growths. 
Recovery was quite straightforward. The large cyst was entirely lined by 
papillary growth. Microscopically the growths were simple papillomata. 

Mr. Fave. (Sheffield) showed a specimen of 

LARGE FIBRO-MYOMA OF THE ANTERIOR VAGINAL WALL. 

The patient had noticed the. tumour growing for 124 years, when she 
noticed it outside the vulva. She had not applied for any treatment. 
When she came into the hospital the greater part of vaginal covering 
of the tumour was in a dirty sloughy condition. The tumour measured 
64 inches in length and 10 inches in circumference. It was quite free from 
the cervix. 

Dr. FOTHERGILI, (Manchester) thought Mr. Favell’s vaginal fibroid was 
the largest he had seen with the exception, perhaps, of one which Dr. 
Gemmell showed to the Society some years ago. He asked if Mr. Favell 
was sure that it was really a vaginal growth and not a uterine myoma 
derived from the cervix, which had grown downwards between the bladder 
and the anterior vaginal wall. Such tumours sometimes had at the end 
of their career but a very narrow attachment to the uterus. The point was 
of course merely academic, the main interest of the case, which was great, 
being clinical. 

Mr. W. W. KincG (Sheffield) remarked that he thought that the case had 
an additional interest in that, in spite of the size and weight of the tumour, 
it had not produced uterine prolapse, thereby demonstrating that, if the 
uterine attachments are normal, no amount of traction from below will 
cause prolapse. 

Dr. Gray NEwTon (Sheffield) showed a case of 

ENDOTHELIOMA OF THE VULVA, 
which will appear in the January number of the JourNa.. 
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MIDLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


The second ordinary meeting for the Session 1913-14 was held at the 
Royal Infirmary, Derby, on ‘Tuesday, December 2, the President. Dr. 
WALTER SWAYNE, in the Chair. 


Chorion-epithelioma following Full-term Pregnancy: Mr. H. T. Hicks 
showed two specimens of chorion-epithelioma occurring after pregnancy at 
full-term. The first specimen was obtained at the autopsy on a patient 
who had given birth to a full-term living child about three months before 
death. A small nodular growth was present in the uterine muscle close to 
the left cornu and metastases were found in the lungs, kidneys, liver, and 
other viscera. An important point in connection with the case was the 
absence of uterine haemorrhage. Apart from a slight loss of blood, about 
sixteen days after delivery, uterine symptoms were absent. The patient 
was admitted as an acute liver condition. The hepatic area was explored 
and small secondary growths in the liver were found at the time of 
operation. Microscopical sections revealed the nature of the neoplasin. 
The second specimen consisted of a uterus enlarged to about the size of a 
two months’ gestation and containing a diffuse dark-coloured necrotic 
growth, which had the typical characteristics of chorion-epithelioma. The 
organ was removed from a patient who had suffered from attacks of bleeding 
for a month after delivery at full-term. A small embolic growth was 
present in the anterior wall of the vagina. This was also removed. The 
patient was operated upon six weeks after delivery, and nine months later 
was apparently in good health. 


Mr. Beckwith WHITEHOUSE described a case of chorion-epithelioma 
which he had seen under the care of Dr. Thomas Wilson, and which only 
revealed its true nature when operation was required, owing to severe 
intra-peritoneal hemorrhage. At the laparotomy, the bleeding point was 
found in the left mesosalpinx, and was due to erosion of one of the veins 
in a pampinniform plexus by an embolic deposit. He was interested in 
Mr. Hicks’ first case, particularly since he also had met with one example 
of chorion-epithelioma which had caused no uterine hemorrhage and which 
was only discovered at autopsy. 


Mr. CHRISTOPHER MARTIN asked if any hydatidiform degeneration of the 
placenta was present in either of Mr. Hicks’ cases. He would also like to 
know in what proportion of cases hydatidiform mole preceded chorion- 
epithelioma. 


The Present thanked Mr. Hicks for bringing these two interesting 
cases forward. He was particularly interested in the same because he had 
had two very similar cases. In one, before operation, definite haemoptysis 
was present which had been attributed to pulmonary metastasis. After 
operation, the symptom disappeared, and the patient made a good recovery 
and remained well after several years. Leith Murray has shown that in 
some cases there is a definite tendency to retrogression of these growths. 


Mr. Hicks, in reply, thought that Mr. Martin had raised a most 
important point as regards the incidence of chorion-cpithclioma to vesicular 
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mole. Teacher and Marchands’ views are that the malignant growth as a 
rule follows the latter. In his own experience, this had not been the case, 
since in a series of four examples three had succeeded full-term gestation. 


Complete Cast of the Female Bladder: Mr. H. T. Hicks showed a 
specimen of a complete cdst passed per urethram from the female bladder. 
The patient had suffered from retention of urine, the result of pressure 
from a retroverted and incarcerated gravid uterus. The latter had to be 
emptied, and about a week later, a small portion of the cast appeared at 
the urethral orifice. The whole cast was delivered by traction from below. 
The patient ultimately made a complete recovery. 


Dr. PursLow related the details of a case where a complete cast of the 
bladder was passed by a woman who had had retention with incontinence, 
due to a retroverted gravid uterus, for a fortnight. The patient died from 
ascending infection of the kidneys. 


The PRESIDENT also recorded details of a fatal case of exfoliation of the 
vesical mucosa secondary to retroversion of the gravid uterus. 


Tubo-ovarian Cyst: Mr. H. T. Hicks showed a specimen of a large 
tubo-ovarian cyst of the left uterine appendage. A similar and smaller 
cyst was present in the opposite adnexa. 


Dermoid Cyst of the Left Ovary: Mr. H. ‘T. Hicks also showed a small 
dermoid of the left ovary containing three teeth. The interest in the 
specimen lay in the fact that the patient was x-rayed for diagnostic purposes 
and the photograph showed three distinct shadows lying near the left 
sacro-iliac  synchondrosis. The abdomen was explored for supposed 
urethral calculi, when the small tumour containing the teeth was 
discovered, the latter accounting for the shadows. 


Bilateral Tubal Gestation: Mr. CHRISTOPHER MarTIN showed a uterus 
and both appendages, removed on account of bilateral tubal gestation and 
small multiple uterine fibroids. 


Unruptured Interstitial Ectopic Gestation: Dr. C. E. Purs.ow showed 
a specimen of unruptured interstitial ectopic gestation removed from a 
patient aged 32, who had been married five years and had not previously 
been pregnant. Menstruation had been regular up to ten weeks before 
operation. She then had six weeks amenorrhcea, and subsequently on three 
occasions noticed a brown discharge. It was thought that there had been 
an abortion and she was sent by her medical attendant to Dr. Purslow, with 
a view to having curetting performed. On examination, the uterus was 
slightly enlarged and a small swelling was noted attached to its right cornu. 
Tubal gestation was diagnosed. On opening the abdomen, the swelling 
was found to occupy the right uterine cornu, the corresponding round 
ligament being attached rather to the inner side of the centre of the 
swelling. The tube was perfectly normal. The tumour was removed by 
excising a wedge-shaped portion from the wall of the uterus, the patient 
making a good recovery. No blood was present in the peritoneal cavity. 


Mr. BECKWITH WHITEHOUSE read a short communication upon ‘‘A Case 
of Extra-uterine Gestation occurring twice in the same Patient, together 
with a note on the Treatment of Tubal Mole,’’ which appears in the present 
number of the JOURNAL. 
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The PRESIDENT observed that with regard to Mr. Whitehouse’s sugges- 
tion of conservative surgery for tubal mole, the same idea had occurred to 
him, but he had deferred the experiment because he did not feel certain 
of restoring the tubal lumen. 


Mr. CHRISTOPHER MARTIN thought that a considerable number of cases 
of tubal mole did not require operation and it could safely be delayed. 
As regards operative treatment, he preferred the more radical method of 
salpingo-odphorectomy, since he thought it was difficult to know what is 
the cause of ectopic pregnancy. Personally, he considered that the fault 
lay in the muscle rather than the mucosa of the tube. This being so, 
salpingotomy would favour the recurrence of the condition. 


Mr. WHITEHOUSE, in reply, stated that he did not consider the risk of 
obliterating the lumen of the tube a very real one. The operation was 
certainly easier in the case of tubal pregnancy than in the presence of 
inflammatory disease; furthermore, as regards the repetition of ectopic 
pregnancy, time alone could answer this question. A study of the anatomy 
of tubal mole had convinced him of the possibility of conservative measures, 
and he intended to bring the same into practice when the next opportunity 
offered. 


Hydro-pyo-nephrosis complicating Pregnancy: Mr. H. T. Hicks read a 
short communication upon a case of suppurating hydro-nephrosis compli- 
cating pregnancy, which appears in the present number of the JouRNAL. 


Mr. BECKWITH WHITEHOUSE, in thanking Mr. Hicks for his paper, stated 
that he was glad to note that the author’s views as regards the influence 
of vaccines in this condition coincided with his own. Personally, he had 
never seen a case which, in his opinion, would not have recovered just as 
well without vaccines as with them. The majority of patients got well on 
the usual regime of absolute rest, light diet, and urinary antiseptics. Mr. 
Whitehouse did not agree with Mr. Hicks’ suggestion that pressure of the 
pregnant uterus upon the ureter was the predisposing cause of right side 
pyelitis, and asked why the right kidney was the organ usually attacked 
in children, also why did dilatation of the ureter occur in children and apart 
from any pressure. 


Mr. CHRISTOPHER Martin referred to the rapidity with which symptoms 
of pyelitis were relieved by evacuation of the uterus. If the symptoms did 
not disappear under ordinary medicinal measures, he always advised 
evacuation of the uterus in preference to surgical procedures upon the 
kidney. 


The PRESIDENT was also of opinion that evacuation of the uterus was a 
therapeutical measure of considerable value in some of these cases, although 
at times it was difficult to come to a conclusion, especially if the foetus had 
reached a viable age. In such a case he had sometimes been tempted to 
advise nephrotomy rather than emptying the uterus. 


Dr. PursLow thought that many cases of pyelitis were due to ascending 
infection from the vulva, and were to be attributed to lack of cleanliness 
on the part of the patient. 
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GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


A meeting of this Society was held on October 29, 1913, the President 
(Dr. Linpsay) in the Chair. 


The PRESIDENT showed microscopical slides illustrating various stages 
in necrobiosis of the embryo, (1) normal ectoderm and mesoderm, (2) frag- 
mentation of nuclei, (3) karolysis, (4) total disintegration of cells. He 
pointed out that these changes take place in the tissues under aseptic 
conditions, e.g. while the embryo is in the amniotic fluid. He considered 
also that these changes were evidence of necrobiosis occurring in the embryo 
and expressed the opinion that the condition is not rare. 


Dr. D. T. C. Frew read a paper on ‘‘A Case of Gidema Vulvee treated 
by a Salt-free Diet.” 


Mrs. M., cet. 32, primigravida, was first seen on July 7, 1913, complain- 
ing of swelling of the vulva, of some weeks duration. 

She had always been a healthy woman, and had suffered from no serious 
illness, at any time. Menstruation began at the age of fifteen, and was 
normal, regular, and accompanied by no pain, and but little discomfort. 


She was, on July 7, about seven and a half months’ pregnant. Her 
pregnancy, until the sixth month, had been uneventful. About that time, 
however, she noticed, that her vulva was swollen, while there showed, 
towards night, some swelling about her ankles. The swelling of the vulva 
increased steadily, and at the beginning of the seventh month, the vulva 
was so enlarged, and tender, that she was forced to take to her bed. She 
complained much of shooting pains in the vulva, and of an intolerable 
itching. 

She was a stout, well developed, and well nourished woman, of florid 
type, but thoroughly healthy looking. 


The vulva was much enlarged, the labia tense, glistening, and tender, 
measuring each about two inches across. Her feet and legs, were also 
swollen, and cedematous. 


There were no varicose veins, visible in the legs; but external hamor- 
thoids were present. 


The abdomen was much enlarged, but no signs of ascites were present. 
The fundus uteri was close to the ziphisternum, while palpation revealed 
a tense large uterus, in which the foetal parts could scarcely be detected. 


She was somewhat breathless, but the heart and lungs were sound. The 
systolic blood-pressure measured 125 mm. of mercury (average of several 
readings). The urine was normal in amount, clear, amber-coloured, with a 
mucous deposit. Specific gravity 1015—1018. Reaction acid. 

On adding a drop or two of acetic acid, and boiling, a faint haze was 
detected, but there was no reaction with nitric acid, in the cold, while no 
tube casts were present. 

She was constipated, but otherwise the alimentary functions were 
normal. 

Treatment at first consisted of local applications of moist heat to the 
vulva, the use of 1 per cent. cocaine ointment to relieve the pruritis, 
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together with a supporting pad and binder, and the administration of a 
mixture containing diuretin in ten grain doses at four hourly intervals, 
purgatives (jalap and hydrarg.), and reduction of fluids in the diet. 

This treatment proved useless, after a week’s trial. 


As she was anxious to avoid operative treatment, an attempt was made 
to reduce the cedema, by excluding salt from the diet; baker’s bread, fish, 
salt-meat, and soups were prohibited, and a diet consisting mainly of 
home-made bread, and scones (without salt), rice, fresh fruit, milk and eggs 
was insisted on (all without adding salt). 


A small amount of meat was allowed, but it was steeped in cold water 
for some hours before cooking, while fresh butter and marmalade were 
taken in small amount. 


The mixture containing diuretin was continued, but as will be seen, 
had little to do with the result. 


Within forty-eight hours, there was a visible diminution in the swelling 
of the vulva, the pain and tenderness vanished, while the pruritis became 
much less severe. 


By the end of ten days, there was little or no cedema left in the vulva, 
though there was still a little about the feet and ankles; the uterus felt 
less tense, and the dyspnoea was relieved. 

She returned to ordinary diet about this time, continuing, however, the 
mixture, and there was a slight return of the cedema. From this it was 
concluded, that the mixture had little share, in dispersing the oedema. 

Labour set in early in August, and she was delivered of twins—a boy 
and a girl. Her recovery was uneventful. 

The oedema, in this case, would seem due to pressure from a greatly 
distended uterus, since there was no indication of renal insufficiency, save 
the very doubtful trace of albumen, negatived very largely by the absence 
of casts. The treatment, however, should prove equally useful, in a case 
of cedema due to “ pregnancy kidney,” and appears quite harmless, while 


it is simple enough to be carried out by any housewife of ordinary 
intelligence. 


Dr. MACFARLANE remarked that sometimes diuretin suddenly begins to 
act after it has been in use for some time. 


Dr. McILRoy thought that the case may have been one of renal insuffi- 
ciency and the vulvar swelling the only sign of it, and asked why a salt-free 
diet had its effect ? 


Dr. replied. 


A meeting of this Society was held on November 26, 1913, the President 
(Dr. Linpsay) in the Chair. 


A specimen was shown by Dr. NIGEL Stark of a cervical fibroid with a 
small intra-uterine polyp, which had been the cause of severe haemorrhage. 
Professor JARDINE showed a uterus removed for adeno-carcinoma- 


Dr. Linpsay showed a series of specimens illustrating necrobiosis of the 
embryo. 


A discussion on the treatment of abortion was introduced by Dr. JAMES 
Topp, who spoke from the point of view of the general practitioner. Dr. 
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Todd said that sometimes the term abortion was limited to those cases 
when pregnancy was terminated during the first three or four months, but 
he preferred to speak of it as the termination of pregnancy before the child 
is viable. The importance of the subject is recognised by medical men but 
the public still regard it as a less serious condition. A large proportion 
of cases receive no medical attention. Dr. Todd’s experience is that only 
Io Or 12 cases out of 30 to 50 abortions are treated by medical men. Medical 
practitioners should do all in their power to educate the public in the 
dangers incident to abortion. Preventive treatment depends on a knowl- 
edge of the antenatal pathology. Anemia, malaria, syphilis were 
mentioned as well known causes. The exciting cause frequently is over- 
exertion or some local lesion,e.g. displacement oi uterus, myomata, or most 
commonly endometritis. In cases usually termed habitual abortion, iron 
with chlorate of potash is useful in treatment. In threatened or occurring 
abortion treatment depends on diagnosis, and this is sometimes difficult. 
Extra-uterine pregnancy has to be kept in mind. If pregnancy is diagnosed 
the question whether the abortion is avoidable or inevitable is a vital one. 
When hzemorrhage is the leading symptom, its continuance alone should 
not be taken as proof of inevitable abortion. If the bleeding is sudden and 
large it generally denotes separation of ovum. Rest in bed and rest of the 
reflexes by opium was recommended if the pregnancy is likely to resume 
its normal course. In many cases of inevitable abortion Dr. Todd had felt 
justified in adopting an expectant attitude; the patients fear an operation 
and grudge the expense, and the conditions of the home are not without 
danger. Two conditions of the patient which compel interference are 
excessive haemorrhage and signs of sepsis. Plugging the vagina in a 
working-class home is difficult and dangerous, and of little use in prevent- 
ing hemorrhage. Evidence of early septic infection means emptying the 
uterus. Frequently the uterus can be cleared out thoroughly with the 
fingers if not by the gentle use of a blunt curette. The good results of 
emptying the uterus are frequently very striking. Dr. Todd considered 
that routine douching after operation may very easily do harm. He usually 
keeps the patient in bed a shorter time after abortion than after a normal 
labour. 


Professor JARDINE discussed the subject from the consultant’s point of 
view. He remarked on the increase of cases of abortion which had been 
noted in the practice of the Glasgow Maternity Women’s Hospital recently. 
The consultant’s point of view is essentially that of the practitioner, viz., the 
best treatment for the patient. He had not yet found a case where he could 
say it had been properly plugged before coming to the Hospital. A few 
tampons of wool in the vagina was not a sufficient plug and did not do any 
good in preventing further haemorrhage. He had found that chlorate of 
potassium was a useful drug and had good effects from it in many cases. 
In using the curette he advocated an instrument with a large loop, but with 
a sharp edge, as it was not easy to remove adherent decidual tissue other- 
wise. Professor Jardine thought that sometimes a misconception arose in 
practitioners’ minds as to when an abortion was complete, and he had found 
in examining students that no clear idea was given by most of them as to 
what was included in the term ‘ovum.’ It was important that this point 
should be emphasised to practitioners who undertook the treatment of these 
cases of abortion. In septic cases, often those with a profuse discharge got 
well, while those with little or no discharge were really cases of septiczemia, 
and were very fatal. Dr. Jardine pointed out the danger of hemorrhage 
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and advocated efficient plugging, which required really a large quantity 
of sterile gauze if the plug was to be of any use. 


Dr. Nice, STarK asked regarding syphilis as a cause of abortion. He 
remarked on the increase of cases seen at the Royal Samaritan Hospital. 
He preferred the use of a curette rather than the fingers. He thought the 


vaginal plug of little use in the treatment of haemorrhage, and advocated 
the use of ergot. 


Dr. Caskir advocated the use of a large plug and the administration of 
ergot and opium. 


Dr. E. H. L,. OLIPHANT mentioned the use of large doses of potas. chlorate 
up to 4o grains and had seen it used for months with beneficial effect. He 
referred to its action on the bowel. He advocated the investigation of a 
large number of cases for data as to the causes of abortion, and referred to 
the medico-legal aspect of the subject. 


Dr. CraiG thought that the increase of cases seen at special hospitals was 
due to the fact that the general hospitals were refusing these cases. He 
used a large plug and was not satisfied that the plugging was sufficient 
until pressure on the bladder was complained of. He spoke of syphilis and 
intestinal toxins as causes of abortion. 


Dr. MACFARLANE advocated the value of plugging in abortion cases. 


Dr. CampBeLL remarked on the growing use of abortifacient drugs, and 
mentioned a case where a bone needle had been used to procure abortion, 
and the needle had become impacted in the vagina. 


The PrestpENt (Dr. Lindsay) said that some cases of abortion were 
inevitable from the time of conception, and the causes were to be sought 
between ovulation and impregnation, and also during the early period 
following conception. He mentioned the influence of vaginal bacteria, and 
referred briefly to this cause in abortion in cattle. He advocated as treat- 
inent, rest, opium, and ergot properly administered. He thought that ergot 
hindered complete expulsion if given when the ovum was being expelled. 
He described the action of plugs as stimulating the vaginal reflex, especi- 
ally if the plug pressed on the vaginal fornices. 


REPORT ON THE EIGHTY-FIFTH CONFERENCE OF THE GERMAN 
MEDICAL AND SCIENTIFIC ASSOCIATION, 


Held at Vienna, September 21—27, 1913. 
(Muench. med. Wochensch., No. 41, October 1913.) 


The following were the chief papers read :— 


(1) The effect on the Ovary of dividing the Ovarian Nerve. ASCHNER. 
Analogous to the experiments of Bonin and Ancel on the effect of dividing 
the nerve supplying the testicle, A. found that an elective atrophy of the 
interstitial part of the ovary occurred. From his experiments he comes 
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to the practical conclusion that after extirpating the uterus it is well to 
save not only the ovaries but also their nerve supplies. 


(2) Premature Separation of the Placenta. AscHNER reports a case where, 
before the expulsion of the normal placenta, he discovered that the urine 
contained albumen, which disappeared the day after expulsion. By means 
of the Abderhalden dialysation method he found that the albumen in the 
urine was retained as placental albumen. In this case the prematurely 
separated placenta was due to a retro-placental haematoma. 


(3) On Abderhalden’s Dialysation Method. Mayer reported on 181 cases 
where the reaction was positive. The absence of the reaction in cases of 
vomiting and eclampsia was most striking. Such a result may be of 
prognostic value. 


(4) On Abderhalden’s Ferment Reaction. WINIWARTER collected 285 
cases. The reaction was positive in cases of pregnancy, but the same result 
was found in cases of carcinoma and in many inflammatory conditions. 
Further, W. noted negative results in cases which were, without doubt, 
pregnant. As regards the serum and placenta, ten examinations were 
made, and of those six were absolutely colourless. Six examinations of 
serum alone, were made, with the result that three were coloured. The 
serum of carcinomatous patients showed similar results. On account of the 
uncertain results, W. holds that the dialysafion method is not reliable for 
practical purposes. 


(5) On the Abderhalden Reaction. Hxtss holds that it is not yet reliable 
enough to be of real practical value, and that the results for clinical 
purposes must be taken with reserve. 


(6) The Significance of Albuminuric Retinitis in Obstetrics. MILLER 
comes to the conclusions that (a) this condition is a sure accompaniment 
of nephritis; (b) that is occurs much more frequently than is supposed, 
sometimes without any subjective symptoms; (c) when it is present one 
may expect a long course of albuminuria; (d) with the occurrence of 
retinitis one can more quickly diagnose a primary nephritis, which is of 
great importance in studying eclampsia. 


(7) Depressions on the Skull of newly-born Infants and their Treatment. 
HOorMElEr collected 25 cases from the Wurzburg Klinik since 1895. In one 
case the depression occurred after a spontaneous delivery; the other 24 
during the extraction of the after-coming head. Seven died at, or soon 
after birth. The post mortem examination showed injury to the bone and 
intra-cranial haemorrhage. Seventeen of the infants died within five years, 
none having shown signs of intra-cranial pressure. They were physically 
and mentally quite healthy. H. concludes that the cranial depressions do 
not give rise to much trouble as regards the life and development of the 
child. There was no necessity for any operative interference to remedy 
the deformity, which gradually and spontaneously disappeared. He reports 
a fatal case following forceps extraction, where the child showed signs of 
intra-cranial pressure. At the post mortem extensive haemorrhage and 
injury at the lower part of the skull were found. 


(8) Zhe Technique and Results of Sterilising Tubercular Patients after 
Induction of Labour. WERNER reports on 60 cases. The indications were 
acute chronic cases associated with great constitutional weakness. The 
operation was performed only on multiparous patients with living children. 
The technique was that of Schauta, with complete removal of the tubes. 
The operation was carried out after the third month, under spinal ances- 
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thesia. The after-results were in 80 per cent. improvement in general 
health. The remaining 20 cases, which showed no improvement, were 
cases where the disease was far advanced at the time of the operation. 


(9) Permanent Widening of the Bony Pelvis. Scumipt reported eight 
cases. In this new obstetric operation the greater part of the fifth lumbar 
and the first and second sacral vertebrae are chiselled by a transperitoneal 
route. In this way a permanent enlargement, measuring 14—2 cms., is 
gained. The technique is simple. He reports a case where the patient 
had had Ceesarean section performed. At the third pregnancy the promon- 
tory was resected. This was followed by an easy delivery of a fully 


developed living child. Rother of Pest also reports favourably on this 
operation. 


(10) Treatment of Eclampsia. Ko.iscu reports the results of the treat- 
ment of eclampsia in five years at Wertheim’s Klinik. The treatment was 
mostly expectant. No fatal results followed spontaneous delivery, while 
operated cases showed a mortality of 15 per cent. In go per cent. of 
operated cases there were no fits after delivery. On the whole, he advocated 
the Stroganoff method of treatment. In contrast to those results, Thaler 
reported from Schauta’s Klinik that better results had been obtained from 
operative interference than from the expectant treatment. J ACR. 
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—Pharmaceutical Journal. 
“Thoroughly practical text-books on the subject are so rare, that we 
welcome with pleasure Mr. William Kirkby’s ‘ Practical Prescribing and 

Dispensing.’ The book is written by a pharmacist expressly for medical 

students, and the author has been most happy in conceiving its scope 

and arrangement.”—British Medical Journal. 


No. III. HANDBOOK OF SURGICAL ANATOMY. By G. A. 
Wricut, B.A., M.B. (Oxon.), F.R.C.S., Professor of Systematic 
Surgery, and C. H. Preston, M.D., F.R.C.S., L.D.8., Lecturer on 
Dental Anatomy; Assistant Dental Surgeon to the Victoria Dental 
Hospital of Manchester. Crown 8vo, pp. ix. 205. 5s. Second 
edition. (Publication No. 6, 1905.) 

“Dr. Wright and Dr. Preston have produced a concise and very 
readable little handbook of surgical applied anatomy. . . . The subject 
matter of the book is well arranged Pg the marginal notes in bold type 
facilitate reference to any desired point.”—Zancet. 


No. IV. A COURSE OF INSTRUCTION IN OPERATIVE 
SURGERY in the University of Manchester. By Wzutt1aM 
THorsurn, M.D., B.S. (Lond.), F.R.C.S., Lecturer in Operative 
Surgery. Crown 8vo, pp. 75 (interleaved), 26 Figures in the Text. 
2s. 6d. net. (Publication No. 11, 1906.) 

“This little book gives the junior student all that he wants, and 
nothing that he does not want. Its size is handy, and altogether for its 
purpose it is excellent.”—University Review. 


No. V. A HANDBOOK OF LEGAL MEDICINE. By W. Setzers, 
M.D. (London), of the Middle Temple, and Northern Circuit, 
Barrister-at-law. With 7 Illustrations. Crown 8vo, pp. vii. 233. 
7s. 6d. net. (Publication No. 14, 1906.) 

“This is quite one of the best books of the kind we have come 
across.” —Law Times. 


SHERRATT & HUGHES, 34, Cross St., Manchester. 
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NOTICES OF NEW INSTRUMENTS AND 
PREPARATIONS. 


HORLICK’S MALTED MILK. 


HORLICK’S MALTED MILK is in concentrated powder 
form, and is prepared on physiological lines under modern 
hygienic precautions, and in the light of over a quarter of a 
century of experience. Its basis is a generous proportion of 
milk, obtained from dairies that are well regulated, special 
precautions being taken to insure both purity and _ nutritive 
value. The milk is enriched with albumenoids, carbohydrates, 
phosphates and other extractive matter, obtained from select 
wheat and barley after being malted in a scientific manner 
under expert supervision. A modification of milk is thus 
effected that greatly improves its dietetic value, and this is 
further assisted by the concentration of the food in vacuo ata 
low temperature, preserving the food value and assimilability of 
every ingredient. All the essential elements of nutrition (modi- 
fied only so far as to be rendered extremely digestible) are thus 
presented in a well-balanced combination. 


In 1907, the British Analytical Control analyzed a sample as 
follows :—- 


Per Cent. 
Fats ... 8°85 
Lactose and Maltose 
Mineral Matter 4°22 


100°00 


Horlick’s Malted Milk has a most agreeable flavour. It is 
germ-free and will keep indefinitely in any climate. It is 
invariably of uniform composition, is always alkaline, thus 
resembling natural milk. The casein will not coagulate, but 
forms a light flocculent curd easily dealt with by the weakest 
digestion. The addition of the cereals means a great increase 
of flesh-forming material. There is no cane sugar or artificial 
preservative in any shape and no starch present. 

It has been found to be very useful in the vomiting of preg- 
nancy and in the artificial feeding of infants; for the latter use 
its special suitability consists in the fact that the diastase acts in 
such a manner upon the casein and albumen of milk as to render 
these bodies incoagulable by acids ; the casein will not coagulate 
in the stomach like raw cows’ milk, but forms into a light floccu- 
lent consistency like the proteids of mothers’ milk, and is as 
easily digested. It has also been found useful in increasing the 
amount of milk in the breasts in nursing mothers, 
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cerend, food, ‘specially 

from. tough 

particles, It contams the natural 


BEN milk'or alk and in suchy. ae may 
by the prescriber for the particular’ case, "The ‘composition of the prepared} 
food, ready for consumption, with the formula used and of 


sample with daly and be at free: to 
; Members of the” On. ap Nication: 


BENGER'S FOOD LTD. Otter Works 


Vietoria Bridge, Manchéster. [ie 


The Teat 
Vaginal 
Drainage Tube 


introduced by Sir William Sinclair, 


Can now be obtained from 


JAMES WOOLLEY, SONS & CO. Ltp. 


Bridge, Manchester. 


The Prices are as follow: 


1s. 4s. éd., 1s. 2s. each. 


Benger's. Food is 
cereal food, specially free 
from rough indigestible 
particles.. It contaims the natural 
digestive principles, trypsin and amylopsin. 


BENGER’S FOOD is expressly devised to be used in conjunction with 
fresh milk or milk and water, in such proportion as may be considered desirable 
by the prescriber for the particular case. The composition. of the prepared 
food, ready for consumption, varies with the formula used and the length of 
predigestion ordered, The fat may be increased by the addition of cream or 
the use of upper milk if desired. 


“The Lancet” describes it as “Mr, Benger’ admirable preparation,” } 


“The British M 1 Journal” Food its 


A sample be ey analysis oo report will be sent post free to 
Members of the Medi edical Profession on application to 


BENGER’S FOOD LTD. :: Otter Works :: MANCHESTER 


ENGLAND 
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(TRADE MARKS) 


The Ideal Tonic Laxative 
and Nutrient Digestive. _ 


“BYNO CASCADA” presents the stimulating tonic 
laxative principles of the finest Cascara Sagrada and 
Rhamnus Frangula incorpo- 
rated in “Bynin’’ ‘pure active 
Liquid Malt. 
The gentle, yet persistent, 
tonic effect of Cascara on the 
intestinal muscle, reinforced 
by the influence of “ Bynin,” 
in promoting the digestion 
and assimilation of food, 
renders “Byno Cascada’’ the 
ideal prescription to ensure 
normal bowel activity, 
Equally valuable in childhood, in pregnancy, for 
nursing mothers, and in old age, “Byno Cascada” is 
preferred in scientifi¢ treatment. 


Issued in Bottles at 2/6 and 4/6 


Descriptive Pamphlet and Sample free fo Medical Men... 


Allen & Hanburys Ltd. 


LOMBARD STREET, LONDON. 
Niagara Falls, N.Y. Toronto, Buenos Aires, Durban. 


Printed by SHerratt & Hucues, London and Manchester. 
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